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that they will meet both the medical and zxsthetic indications. The reason: Each 
Spencer Breast Support and Breast Form is individually designed, cut, and made 
for each patient. 

Wherever support is indicated for breasts, back, abdomen—for women, men, children 
—you will find Spencer demonstrably superior. 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 


Spencer House : Banbury : Oxfordshire 
Tel. 2265 


Branch Offices 
LONDON : 2 South Audley Street, W.1 Tel. : GROsvenor 4292 
MANCHESTER : 38a King Street, 2 Tel. : BLAckfriars 9075 
LIVERPOOL : 79 Church Street, I Tel. : ROYal 4021 
LEEDS : Victoria Buildings, Park Cross Street, 1 Tel. : Leeds 3-3082 
(Opposite Town Hall Steps) 
BRISTOL : 44a Queen's Road, 8 Tel. : Bristol 24801 
GLASGOW : 86 St. Vincent Street, C.2 Tel. : CENtral 3232 
EDINBURGH : 3a George Street, 2 Tel. : CALedonian 6162 
APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
Trained Spencer Retailer-Fitters resident throughout the Kingdom, name and eddress of nearest Fitter 
Copyright supplied on request. 
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1§ years of clinical opinion 


supports the use of vaginal tampons 





The menstrual flow 


is unobstructed 


and completely absorbed 


There is a growing volume of clinical evidence to show that 
because of the way in which tampons are made, they do not 
obstruct the menstrual flow and yet give complete protection 
and an improved sense of security (1-4 

I'wo research workers (3) observed that any discomfort experi- 
enced was due to the use of the wrong size. With a tampon ol 
the proper size, absolute comfort and complete absorption of 
the flow is obtained. Another (4) found that there was no 
evidence of the irritation, congestion, discomfort or pain that 
would follow from blocking of the flow. He agreed with other 
observers that, where there was initial fear of incomplete 
absorption, actual trial brought reassurance. Most women 
having tried tampons, decided not to return to the use of 
external pads 

Intelligently used, vaginal tampons represent a decided ad- 
vance in feminine hygiene. They may be recommended with 


onfhidence 


REFERENCES 


BY THE MEDICAL DEPARTMENT ! LIM ) 1 ERMYN STREET, LOND 
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Merrell 


a aenmnal 


Nervous dyspe psia has become a 

problem to be reckoned with, provoking 

investigation and research and suggestions 

for remedies . *Merbentyl’” is one of the 

newest and most effective. It is an anti nasmodic with 

both neurotropic and musculotropic effect upon 

smooth muscle of the gastro-intestinal and genito-urinary 

tracts, producing excellent results in the relief of painful 

spasm associated with functional and organic gastro-intestinal disease. 
Compared with other antispasmodics, both natural and synthetic, 
*Merbentyl’ is strikingly free from side-effects 


MERBENTYL 


distributed in the United Kingdom & Fire by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 


for the S. Merrell Con v¥, London 


MERBENTYL 


MERBENTYL WITH PHENOBARBITONE 
‘a ets each niaintr 


ethy 


250 tablets 
The ba t of treatment is 


1. & day 
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shouldbe 
applied B the part to be vesrcalis 
ano covered with Shree or? 


pror pols of Sry paper. dA 
tommon Smoothing won— 
heated to 212 degrees a 
fohrovh / phowld now be- 
r pess © tree or four limes 
sages 


Fortunately for the patient such 
primitive procedures have passed 
into oblivion ; but the basic principles of counter-irritation still remain. 


ALGIPAN Balm is the modern physiological outlet for the rubefacient treatment 
of non-articular rheumatism. Application of this smooth, clean, histamine 
cream by the patient is simplicity itself. 

ALGIPAN is non-greasy, will not stain or damage clothes, has no objectionable odour, 


and is harmless to the most sensitive skin. 








{igipan is available in 40 G. tubes. 


C onvenient for the ambulant pat nt 


(Wyeth) Trade Mark 


BALM 


JOHN WYETH & BROTHER LIMITED 
Clifton House, Euston Rd., London, N.W.1 
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for the \ rapid relief of pain 


The distress caused by the in rheumatism and sciatica, the adverse 
piercing, stabbing pains effects of prolonged medication with 
of neuralgia is quickly relieved codeine and salicylic therapy are 


analgesic action of HYPON 
TABLETS, enabling the \ already widely prescribed for their 


means of meeting the patient's \ complete elimination of gastric upset 
need. Menstrual pain is also Febrile states are effectively reduced 
effectively alleviated. Where the in conditions such as influenza, 
cause of distress is more chronic, as \ coryza and tonsillitis. 


one ne : Acid a 

P. 40.22%. ° *t. B.P. 48.00 ’ Y 

Caffein. B.P. _ i. Cadein, Phosph. il ’ PON 

B.P.0.99°%. Phe . BP. 1.04 . 
Excip. 7.75 gee ‘tablet x grains) TA BLETS 


INCLUSIVE COST TO THE 


NATIONAL HEALTH SERVICE 
24 tablets 2 8d PRESCRIBE HYPON TABLETS BY NAME 


Crewe 3251- 
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by the rapid, smooth, \ eliminated by the inclusion of caffeine and 
phenolphthalein. HYPON TABLETS are 


practitioner to prescribe a safe \ speedy and safe action with the almost 


CREWE . LONDON 
Telephone = = CALMIC LIMITED 2 Mansfield Street, W.1 


Telephone LANgham 8038-9 
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Highest peak concentrations and sustained 


therapeutic effect with ‘ESKACILLIN’ 
the palatable liquid oral penicillin 


Some authorities stress the value of high, if inter 
mittent, peak penicillin serum concentrations; others 
favour lower, but sustained, plateau levels. 

With ‘Eskacillin’, the advantages of both patterns are 
available 

A very high peak concentration is achieved within 
about one hourof the first dose, succeeded by a more than 
adequate therapeutic level sustained for several hours 


‘ESKACILLIN’ 50 ESKACILLIN’ 200 
‘ESKACILLIN’ 100 ‘ESKACILLIN’ 100 SULPHA 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


r Smith Kline & French International Co., owner of the trade mark *Eska 








The palatable liquid combination of 


Fy 
\ PENICILLIN and 


‘probably the best sulphonamide 


for routine use’* 


The simultaneous administration of penicillin and a sulphonamide 
possesses advantages of great value in certain types of infection. The range of 
antibacterial activity is widened and enhanced by the successive and comple- 
mentary actions of penicillin and sulphonamide, and the risk of induced bacterial 


resistance is lessened. 


‘Eskacillin’ 100 Sulpha, the penicillin-sulphonamide combination of 
choice, is particularly indicated for the treatment of mixed or double infections 
and in cases where active treatment must be started before the causal organism 
has been identified. 


‘ESKACILLIN’ 100 SULPHA 


; 


Available in 2 fl. oz. botties. Each standard medical teaspoonful (1 fi. 
drachm) contains 100,000 1.U. penicillin and 0.5 g. sulphadimidine 
* NATIONAL FORMULARY (1952), p. 33 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


for Smith Kline & French International Co., owner of the trade mark *Eskacillin’ 
ecsp44 
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Only 25 Urolucosil tablets, each 
01 G. strength, are needed in the maj 
of cases to dispose of a B.coli urinary infection, at the 


rate of one tablet four-hourly over 5-7 days. This low 


dosage is made possi ble by Urolucosil’s high solubility. 


rapid excretion and low acetylation which 
ensures that 95°, is present in free or activ 
form. Urolucosil is non-toxic and 


side-effects are rarely seen 


PACKING: @1G 
in bottles of 25 and 


Sd, not subject te 


ACTIVE CONSTITUENT Sulphameth 


UF OLUC OsSIL. 


No Warner preparation has e+ 
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Sleep: the healer 


NO single barbiturate combines rapid 
onset with a duration of action sufficient 
to ensure a whole night's restful sleep 
Carbrital capsules, however, contain 
pentobarbitone sodium (a quick-acting 
barbiturate) and carbromal (a mild 
sedative). This, plus the fact that there 
are little or no after-effects, makes 
Carbrital ideal for all types of insomnia 
and for use as a general sedative. 


CARBRITAL 


for all types of insomnia 


available in bottles of 25 and 250 
capsules. 


3 fp): = 
bear Parke, Davis « Co. Ltd., inc.us.A. Hounslow, Middx. Tel. Hounslow 236! 


94 
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. dine ree /. prac hie al 


comple te pre scription 


for de pe ndabli ‘ , 


‘ onception control 


ontaining eae eyae « =e nal jelly 


4 yiph er 





othe yetha a veget een base 
~~ dat pH. 4.5 


Cothe-Grems vagina! cream 
. id and sodium laury! sulphate 
»acream base bi Mlered 2 eH. 5.8 





Ortho Diaphragm 
and matching 
Ortho Diaphragm introducer 


egant and durable zipper bag of plastic yar 


TERATURE ON REQUEST 


Ortho Pharmaceutical Limited 


4IGH WYCOMBE + BUCKINGHAMSHIRE ENGLAND 
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For seborrhoea 





and dandruff 


Sebbix 





A safe and effective cream contain- 
ing 2%, salicylic acid, 3°, sulphur 
and a purified fraction equivalent 
to 10°, crude coal tar incorporated 
into a specially formulated water- 
miscible base. Sebbix does not 


A non-sensitizing shampoo con- 


clog the hair and is therefore readily taining hexachlorophene \ 
and purified fraction equivalent 


used by women patients. Basic dis- ites abel ies St de a 





soapless shampoo 


ebbix Sham OO| base. Intended for 
tube 2s. 3d. P use in conjunc- 


tion with Sebbix, but may 


pensing price per ounce 





be recommended with ever) 
. , . ‘onfidence s safe and 
Sebbix can be prescribed on E.C.\10. confidence as a safe an 


simple treatment for ordinary 


dandruff. 


* For further information and clinical Bottle sufficient for six to eight 
samples please write to Medical Dept.: good shampoos-3s. 2d. 





GENAT OSAN LTD. Loughborough, Leicestershire 
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Three little maids 
from school 


are We... 


Alert and interested in her lessons—rarely absent— 
sociable, and keen on games; these are the marked 
improvements frequently seen in the epileptic child, 
following ‘Mysoline’ therapy. 

This entirely new anticonvulsant combines high 
efficacy with low toxicity and freedom from hypnotic 
effect. With these valuable characteristics, ‘Mysoline’ 
is now internationally recognised as an important 


advance in the treatment of epilepsy. 


Primidone Trade Mark 


(5-ethyl-5-phenyl-hexahydropyrimidine-4:6-dione 


a new anticonvulsant 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD 
A subsidiary company of Imperial Chemical Industries Ltd 
WILMSLOW, MANCHESTER 
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Lifelessness 





Apathy or lifelessness are symptoms 
commonly observed in debility states, but 
despite clinical tests, the cause often remains 
obscure. These are the circumstances in which 
the possibility of conditioned B-avitaminosis 
may be considered. 

A preparation containing all the elements 
of the B-Complex as present in yeast 
extract, ‘ BepLex’ will speedily resolve doubts 
on the vitamin aetiology of symptoms, and 
restore any deficiencies that have arisen. 


‘ > 
Beplex 
BLIXIR and CAPSULES 


JOHN WYETH & BROTHER LTD. 
Clifton House, Euston Road, London, N.W.1 
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What can you 


do for my 


Rheumatism. 
Doctor? 


What a difficult question this is to 
answer—particularly when put 

by an elderly patient. As an 
immediate resort, however, you 
can readily relieve the painful 
symptoms by prescribing Berex. 
Being a combination of salicy- 
late and succinate, Berex enables 
a massive dosage of salicylate to 
be administered without lowering 
the prothrombin level, with less 
gastric disturbance and with the 
encouragement of tissue respiration. 


* 
oete 
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OF A STUDY ON SUCCINATE- 
SALICYLATE THERAPY* 


A succinate-salicylate combination 
has been found superior to acetyl- 
salicylic acid in rheumatic states both 
on grounds of therapeutic efficacy 
and lower toxicity. Adequate 
amounts of the former could be ad- 
ministered with more lasting effect 
and with fewer and milder side effects. 
Furthermore, succinate-salicylate 
affects the disease process itself, as 
well as relieving painful symptomsand 
does not abnormally increase pro- 
thrombin time even after prolonged 
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A 
Reg. Trade Mark 


SUCCINATE-SALICYLATE THERAPY 


c 
. 


for the relief of symptoms 


*, 
oaceeiee, 


associated with all 
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rheumatic disorders. 
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FORMULA 
um Succinate 2.8 Gr 


lsalicylic Acid 3.7 Gr 
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| profe ssional sample 
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will be gladly sent on request. 


dosage. 


* 
BEREX PHARMACEUTICAL CO. 


nuary, 1954) Delaware State Medical 


Journal, 26, 22 
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Fundamentally, “ Floraquin” aims to 
acidify the vagina and to destroy all 
offending organisms. “ Floraquin”’ is 
non-arsenical, being a skilful combination 
of the potent protozoacide Diodoquin* with 
lactose, dextrose and boric acid. It not 
only destrovs pathoge nic organisms but 
also brings the pH ot the vagina to the 
desirable level of between 3.8 and 4.4 
Thus, a tavourable environment is 

ed tor the growth of the normal 


protective bacterial flora 


The complete 
treatment for 


Vaginal Leucorrhoea 
and 


Vaginitis. 


SEARLE 


Floraquin’® 
TABLETS 
& POWDER 


of di-iedebydroxyquine/ine ompound 





SEARLE 


Ethical Pharmaceuticals 
since 1888 


co SEARLE«co.up 


17, Manchester Street 
London, W.1. 


Telephone > W'elbeck 1306 





“Floraquin” therapy consists of insertior 
two moistened “Floraquin” vaginal tablets 
} he ht and n n 
high in the vaginal vault night anc orning 
supplemented by “Floraquin” powder 
insufflation twice or thrice weekly; treatme 
being continued through the menses 
“Floraquin” Powder is supplied in 1 oz 
bottles (2.15 gm. Diodoquin* per ounce 
“Floraquin” Tablets in boxes of 24 and 
bottles of 4 dispensing pack only) eact 
tablet containing 100 mg. Diodoquin* 
* Diodoquin (Searle) is a non-toxic, insolub: 


Y Dprotoroatidal dit-todide of bydroxyauinoliine 


ferature om request 


*rRADE MARE 
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A range of nasal 
preparations 
to meet every need 


ait 


sulphathiazole with vasoconstrictor 
|-fl. oz. bottles, with dropper 


| 
| 








penicillin with vasoconstrictor volatile vasoconstrictor 
15 ml. bottles, with dropper 








For cost to N.H.S., please see M. & Jj. list of costs dated April, 1954 
COLDHARBOUR LANE, LONDON, S.E.5 
for Smith Kline & French International Co., owner of the trade marks 


*Pa lrinex* * Spravpak*, * Sulfex’, * Pendex and * Benzedrine” 
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Sanatogen as an aid in treatment of 


Stress 


It is now widely recognised that 
a high percentage of all cases 
seen by the general practitioner 
today can be attributed wholly 
or partly to stress disorders. 
Though the symptoms may 
be diverse (rheumatism, 
headache, insomnia, dyspepsia, 
diarrheea, effort syndrome, etc.), 
a common factor in the patients 
is their inability to withstand the 
pressure to which he or she 
is subjected. 


rTHE ROLE OF SANATOGEN 


Sanatogen is 95°. casein 
chemically combined with 5°, 
sodium glycerophosphate, 
and has a vigorous tonic effect 
on the physical and nervous 
system. Three teaspoonfuls of 
Sanatogen t.d.s. (the normal 
dosage) provide the patient with 
24 grams of protein daily, 
free from fat and cholesterol ; 
whilst by reason of its 
glycerophosphate content 
it has a specific tonic effect on 
body and nerve tissue. 
Although Sanatogen is not 
prescribable owing to its high 
food value, it has been widely 
recommended by the profession 
for more than 50 years. 


Disorders 


A SUGGESTION FOR THE 
GENERAL PRACTITIONER 


In the treatment of these 
stress disorders the general 
practitioner will find that 
Sanatogen protein nerve tonic 
is an extremely useful adjunct, 
particularly when dealing with 
patients who insist on a tonic, 
when strong suggestion is 
needed, or for people who are 
reluctant to accept stress 
as a diagnosis 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word ‘Sanatogen’ is a registered trade mark of Genatosan Ltd., Loughborough, Leics. 
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In 
specific 
antibiotic 


therapy 


always consider E R Y T H R 0 C | N 


Abbott's 
selective 


antibiotic 





Because ... it is a drug « 

strains—for patients who ar lergic cill 1 other tibiotics 
Because ... it is orally « 

caused by staphylococci 

Because... of the increas ‘ lococci to 
other antibiotics, eryTunoc drug of el sinst these org 
Because... the special acid-resistant coati assures absorption 

in upper intestinal tract. Built-in disinte or gives effective dispersal 
Because... of low toxicity ; little effect on normal intestinal 

flora ; gastrointestinal disturbances rare serious side effects 
Erythrocin ... is indicated in pharyngitis, tonsillitis, scarlet 


fever, pneumonia, ipelas, osteom velitis, 


frmee | SQ | Obtott 


potients : Paediatric Erythrocin Suspension 


Tasty-Stable-Ready mixed ABBOTT LABORATORIES LTI 
in 60 c.c. (2 fluid oz.) botties PERIVALE, GREENFORD, MII 


100 mg. per 5 c.c. teaspoonf 
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A Modern Weaning Food 


for modern mothers 


ip close consultation with paediatric specialists, Bovril have 
produced a new type of Weaning Food made in cube form. 
From a cube, a mild-flavoured and digestible purée can be prepared 
in one minute. 

Mrs. Rew, a Cheltenham mother of 6-month-old triplets, has 
given Bovril Brand Weaning Food to her babies for several months 
At birth the three babies weighed 10} Ibs.; they have now reached 
normal weight. 

Bovril Brand Weaning Food is made in four varieties: Mixed 
Vegetable, Tomato, Spring Cabbage and Carrot. A four-cube 


carton costs only 6d. 


We aning Food 
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Cive for these 
whe Cave 


Standard diet cards suitable for 


the busy practitioner can obtain advice Dietitian 
patients are supplied singly or in 


free of charge from the Energen Dietary handing tc 

Service. Special diets for individual patients an indexed filing box 

are prepared on receipt of appropriate “ Diet and the Genera! Practitioner "’. a 40-page 
particulars. Persona! consultations book of 
may be arranged with the Senior For further details 


monographs is also available free 
apply to the Secretary, 


25a, Bryanston Square, London, W.! AMBassador 9332 


% These services are available only in the United Kingdom 


NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trust- 
worthiness of THE ORIGINAL PRODUCT. Standard works on cardiology 
and current medical literature contain numerous references to the unfailing 
reliability and constant activity of NATIVELLE’S DIGITALINE. Litera- 
ture and samples will gladly be forwarded on request. 

Supplied in the following stable forms:— 

TABLETS (PINK) 0.1 mg.=1/600 gr. TABLETS (WHITE) 0.25 mg.=1/240 gr. 
AMPOULES for intramuscular and intravenous injection 0.20 mg.=1/300 gr 
Digitaline Tablets now available in dispensing packs of 200. 

NATISEDINE NATIROSE DRAGEES 
Tablets of 0.10 gm. of Dragées of Nitroglycermwne 
phenylethyibarbiturate of quinidine Boxes of 40 
Bottles of 20 and 100 tablets 
OUABAINE ARNAUD 
International Standard of Ouabaine kept in National Institute for Medical 
Research, London 
TABLETS: 2.5 mg., 1/24 gr. Bottles of 40 
AMPOULES: 1/120 gr.-0.50 mg. for intramuscular injection 
AMPOULES: 1/240 gr.-0.25 mg. for intravenous injection 
Ampoules packed in boxes oj 6 
IODHEMA 
Tablets and solution 
All forms of Nativelle’s Digitaline & Ouabaine Arnaud are exempt from Purchase Tax 


74-77 WHITE LION ST., LONDON, N.1 19 TEMPLE BAR, DUBLIN 
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MAINTAINING 
DAY TO DAY RHYTHM 


When the even timing of normal peristalsis is interrupted, day to day 
regularity of rhythm may be restored effectively by the administration 
of I-so-gel. 

This natural laxative has a smooth mechanical action which 
stimulates normal peristalsis. I-so-gel does not contain purgatives. 
I-so-gel is invaluable in the treatment of habitual constipation 
and is particularly suitable for elderly and convalescent 
patients and diabetics. It is also indicated in mucous 
colitis, dysentery, hemorrhoids and intestinal flatulence. 

After the performance of colostomy, I-so-gel 
gives excellent results by solidifying the feces. 


: S st G E L 


In bottles of 6 oz. and 12 oz. Literature on application. 


ALLEN & HANBURYS LTD LONDON 


ELEPHONE 8 
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FOR PATIENTS 


who cannot take oral iron 

















The administration, orally, ot 
iron can prove difficult in practice through 
gastrointestinal irritation. Absorption 
is reduced and the patient after one or two 
digestive upsets fails to take the tablets regularly 
FERGON, however, causes less digestive 
disturbances than other oral preparations 
and often produces a marked rise 

in the haemoglobin level where 

ordinary iron salts have failed 

FERGON is well tolerated 

and even the most sensitive 

patient will take this 

better absorbed iron 


preparation readily and regularly 


N.H.S. cost 8d. per week 


TABLETS Trade Mark 


FERGON is manufactured in England bs For intensive oral iron therapy 


Baw PRODUCTS LIMITED  irrics HOUSE - KINGSWAY - LONDON W.C2 


issociated Export Company: WINTHROP PRODUCTS LIMITED, LONDON 
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THE DISTILLERS COMPANY 


(Biochemicals) Limited 


COSTS NO MORE THAN 
STREPTOMYCIN... 


‘STREPTAQUAINE? 
SOLUTION 


stabilised injection of 


streptomycin sulphate 


‘Streptaquaine’ Solution presents streptomycin sulphate in a 
ready-prepared stabilised aqueous solution, intended for intra- 
muscular injection without further dilution. The clinical applica- 
tions of ‘Streptaquaine’ Solution are, of course, those of strepto- 
mycin sulphate but it is more convenient in use. 

‘Streptaquaine’ Solution will remain stable for 12 months at 
temperatures below 20°C, 


Packs: injection-type vials of one mega unit (boxes of 5 vials) 
and five mega units (boxes of 10 vials) 
Strength — 250,000 units per ml. 


Distributed by EVANS MEDICAL SUPPLIES LTD. 
ALLEN & HANBURYS LTD. IMPERIAL CHEMICAI 

(PHARMACEUTICALS) LTD. 

PHARMACEUTICAL SPECIALITIES 

BURROUGHS WELLCOME & Co, (MAY & BAKER LTD 


BRITISH DRUG HOUSES LTD. 


i Manufactured by 
THE DISTILLERS (BIOCHEMICALS) LTD., DEVONSHIRE HOUSE, PICCADILLY, LONDON, W.1 


owners of the trademark ‘ Streptaquaine’ 
as 








In wounds and burns 
... from first aid to skin grafting 


FUBACTN .. 


the potent antibacterial specifically for local application 


Active against all the common contaminants ‘Furacin’ Soluble Dressing in 1 and 2-o0z. 
of wounds, burns, etc. tubes, and 4 and 16-o0z. jars 


No risk of d - t . ‘ . . » 
pbncies bron .dmearernee *Furacin’ Solution in 2, 4, and 16 fl. oz. 


bottles 


Active in the presence of blood, pus, ‘Furacin’ Ear Solution in 1 fl. oz. bottles 
faeces, etc. with dropper 


NOW A VAILABLE *Furacin’ Soluble Dressing in economical 1-oz, tubes 
For cost to N.H.S., please see M. & J. list of costs dated October 1953 
MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


Fp34 


No interference with healing or ‘take’ 
of skin-grafts 





I, the distressed and anxious patient 


DIRINAWIYIL 


induces a mood of calm cheerfulness 


unmarred by drowsiness or mental retardation 


Each tablet contains 5 mg. ‘Dexedrine’ (dextro-amphetamine sulphate) 
and 32 mg. (gr. 3) amylobarbitone. Available in packs of 50 tablets. 
For cost to N.H.S., please see M. & J. list of costs dated October 1953 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
for Smith Kline & French International Co., owner of the trade marks *Drinamyl’ and * Dexedrine’ 
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Post-partum Haemorrhage 


1953 a series of 1,000 cases demonstrated that the use 


f intravenous ergometrine reduced the incident of post- 
partum haemorrhage from 13.1°, to 1.2%. 

RECENT REPORT has shown that intramuscular ergomet- 

ne with hyaluronidase administered by midwives acting 
alone at the time of delivery 


not appreciably influence the manual removal rate; 
lessened blood loss; 
4 shortened stage 1. 

HE RECOMMENDED DOSAGE was 0.5 mg. ergometrine 
combined in the hypodermic syringe with the contents of 
t ampoule of ‘Hyalase’ for injection into the thigh at the 
moment of crowning or delivery of the feetal head. In all, 
2,002 cases were investigated. Further information is avail- 
ble on request 

MED. j., 7 


1957, I, 
13 


Hyalase g 


hyaluronidase. 


™ es 


Cee eee | “ote |.000 Benger units 
in boxes of 5, 20 ond 100. 


BENGER LABORATORIES LTO - HOLMES CHAPEL CHESHIRE - ENGLAND 
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Aluphos.. 


ALUMINIUM PHOSPHATE GEL 


a 
/ 
/ 


/ Aluphos is a 

/ 
non-constipating 
non-systemic 


> 


antacid which 


ei cannot cause 


— 


acid rebound 

It is free-flowing 
and ideally 
suitable for 


administration 
1 


7 ~h 
/ 4 by intra-gastric 
[ : 
ACID be 
\a j 


N A 
a Further information 
on request 


Benger Laboratories 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL ~« CHESHIRE - ENGLAND 
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In atonice constipation 


PURSENNID contains the pure Sennosides A and B 
of Cassia angustifolia in the form of their calcium 
salts. 


PURSENNID taken at bed-time, exerts a gentle but 
effective laxative action on the following morning. 


PURSENNID does not cause griping, cramps or colic 
owing to the fact that the active compounds are pure 
glucosides, constant in quality and potency, and the 
preparation is free from irritant impurities con- 
tained in crude senna preparations. 





PURSENNID 


Tubes of 40 and 200 tablets. 


each containing 12 mg. 


Schweiz. med. W schr., 1941, 71, 1093 
Rev. méd. Suisse rom., 1941, 61, 585 
Amer. J. dig. Dis., 1945, 12, 221 


SANDOZ 
134, Wigmore Street, 
PRODUCTS LIMITED LONDON, W.1 
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“There was a time...” 
soys OLD HETHERS 


There was a time when making barley 
water meant a lot of fuss and bother, 
stewing and straining the old pearl barley. 
But, bless you, that’s right out of fashion 
now, for when you make barley water with 
Robinson’s ‘patent’ Barley it’s just as easy 
as making cocoa and as quick. It’s cheap 
too—a 1/7}$d. tin makes forty-eight pints ! 


Robinson’s 


‘PATENT’ 


Barley 


MIOTROL, 





TRADE MARE 


A SYNERGISTIC 
OESTROGEN / ANDROGEN 
COMBINATION 


For the treatment of menopausal 
disturbances and male 
climacteric. 
Pre-menstrual migraine, pre- 
menstrual tension and 


dysmenorrhoea. 


Literature and price 
forwarded on request. 


AN 


QxoID) 


PRODUCT 


oxo LTD. 


(Medical Dept.) 


“ THAMES HOUSE, LONDON, E.C.4 ~: 


Telephone: CENtral 978! 
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MARMITE 


yeast extract 








is a useful adjunct in certain 
special diets where the B vita- 
mins are particularly needed. 


In restricted diets, such as reducing and 
diabetic diets, some foods that supply the B vitamins are only 
allowed in limited quantities and another source of these 
vitamins must be introduced. 


Marmite yeast extract supplies |.5 mg. per 
oz. of riboflavin and 16.5 mg. per oz. of nicotinic acid and also 
the less well known B, factors. Its carbohydrate content is 
negligible and it is therefore of special value for inclusion in 
diabetic diets. 


Obtainable from Chemists and Grocers 
Special terms for packs for hospi‘als, welfare centres and schools 
Literature on request 


THE MARMITE FOOD EXTRACT CO., LTD., 35 SEETHING LANE, LONDON, E.C.3 














' 
* CLINITEST’ (Brand) tablets employ the same 
Why hospitals use | . chemical principles as the Benedict Test. 


2 No external heating. No measuring of reagents. 
The complete test takes less than one minute. 
3 Standardization of the test ensures reliable results 
TRADE ware 


in clinics and wards. 


for routine For reliability in urine-sugar tests use... 
Urine-Sugar tests THE CLEAR ‘CLINITEST’ COLOUR SCALE 


THE BLACK PLASTIC CASE 
THE BLUE-AND-WHITE REFILL BOTTLE 


—— CLINITEST——— 


Refill Bottles (36 tablets) ......+- 3/6 


Leas professional discount lo the medical profession 


Approved by the Medical Advisory 
Committee of the Diabetic Association 


- Medical literature available on request to the 
sole distributors. Write for details of the 
AVAILABLE UNDER *Clinitest’ equipment and reagent tablets for 
THE W.H.S. ON FORM E.C.10 routine urine-sugar tests to 
Manufactured by Miles Laboratories Ltd., DON S$. MOMAND LIMITED 


B id, South W ales, under licence from 
pn 58 ALBANY STREET, N.W.! 
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Canned Strained Foods and 
Early Mixed Feeding 


HOW OFTEN a mother looks questioningly when you 
recommend a varied diet for her baby. And no 
wonder! She is frequently wondering how to fit 
this new task into her already busy day. 

Happily you can recommend the range of 
strained foods all ready prepared by Heinz. And 
when she asks, as mothers often do, whether Heinz 
Strained Foods are as nutritious as foods cooked 
at home, you can fully assure her there, too. 

Heinz make meat broths, soups, vegetables, 
fruits and cereal—foods that expense or time often 
make it so difficult to prepare at home. Together, 
they are a balanced team providing vital proteins, 
Vitamins and minerals. 

These foods come fresh to the Heinz factory and 
are prepared, cooked, strained and canned within 
a few hours by perfected modern methods, In- 
spections and tests take place at every stage. 

For a FREE booklet giving their = “J 
exact nutrient values, please write to 
Dept. 7M, H. J. Heinz Company Ltd., 
Harlesden London, N.W.10. 


SHEINZ steainca 


17 varieties 


B+ Arron tment 
Pvevevom or 
Pom: Prosucn 
ro ts kare 


hme Cece 


Foods 








‘Let your money earn 


maximum interest 
with security 


STATE 


BUILDING SOCIETY 
( Established 1931) 


OFFERS 


@ Assets exceed 
£1,500,000 


@ Easy withdrawals 


®@ Income tax borne by 
the society 


® Any amount accepted 
up to £5, 
® No depreciation 


For Full Particulars apply to:— 
The Secretary 


STATE BUILDING SOCIETY 





30 State House, 
8 Buckingham Palace Gdns.,5.W.1 
Tel.: SLOane 9218/9 


3) 


Interest on Shares 
FREE OF TAX 
Equal to £5.9.1 per 


cent gross. 








Head Office: 41 Lothbury 
London, E.C.2 





bank with the 


Westminster 


Westminster Bank Limited 


You should 
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Nervous 
Exhaustion 


Practitioners often encounter patients whose ill-health is due 
mainly to emotional or neurotic disturbance. Frequently 
there appears to be no physical basis and their principal 


symptoms are usually undue nervousness, fatigue and poor appetite. 
For these mildly neurasthenic and exhausted cases *‘ BepLere” Wyeth is uniquely 
appropriate. It contains Phenobarbitone and Vitamin B-complex as an appetising 
Elixir, and so provides a quieting relaxation, while at the same time supplying 


nutritional factors known to be essen- —— . 
*BEPLETE’ con‘ains: Phenobarbitone B.P. | 


tial for the energy requirements of ter A4neurine. Hydrochloride 1.5 mg Riboflavin 
10 meg Pyridoxine Hydrochloride 033 me 


nervous metabolism. 
| Nicotinamide B.P. 10 0 mg Pantothenyl Alcohol | 
r. (equivalent to 0 212 mg. Pantothenic Acid). | 


‘Benross’ . ___ Ame 


Trade Mark 
John Wyeth & Brother Ltd., Clifton House, Euston Road, London, N.W.1. (Wyeth) 





The hd a 


—the tiniest atomi. made 


Other models in our 
| valued range 


/ All prescribable on Form £.C.10. 


/ BASIC PRICES 
Brovonette ... . 
/ Midget Amber .. . 
Bon - Accord (Glass) 
Bon - Accord (Plastic) 
Deedon Inhaler. 


@ dimensions only 4j* x lj". 
@ inconspicuous in vest pocket or handbag. 
@ produces remarkable volume of fine 
vapour 





MOORE MEDICINAL PRODUCTS LTD. 
1, QUEEN'S TERRACE, ABERDEEN e@ 64, GLOUCESTER PLACE, LONDON, W.! 
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BURSON © 
Surgical Stockings 


Specify “Burson” for Two-Way Stretch 


. 
* 
* 
* 


Uniform tension, easily adjustable 
Strength at points of greatest strain 
Lightness and coolness for comfort 
Expert fashioning for exact fitting 


Burson Elastic Stockings are made 
from the finest ‘Lastex’ yarn to give 
them a special two-way stretch. And 
the complete range of Burson Hosiery 
ensures a perfect fitting in every case 








‘YOULL HAVE SOME TOO, 


NURSE, IF YOU KNOW WHATS 
GOOD, FOR you! 


The safest and best 
preparation of opium 





Nepenthe contains ali the constituents of opium and 
has been prescribed for over 100 years re has been 
found by generations of Practitioners to be the best 
preparation of Opium as it does not cause the 
unpleasant after-effects usually attributed to opiates 
It can be given over a considerable period and the 
effect remains invariably constant 


Packed in 2-oz., 4-oz., 8-oz. and |6-oz. bottles and 
for injection in }-oz. rubber-capped bottles, sterile, 
ready for use 


NEPERTHE 


FERRIS 


FERRIS & COLTD 


BRISTOL 


Telegrams FERRIS BRISTO! 











sleep sweeter 


Bourn-vita 


From CADBURY'S Factory-in-a-Garden 


Telephone 21981 
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RYBARVIN 
RYBAREX - 


RYBARVIN INHALANT 


Non-habit forming antispasmodic for the 
treatment of asthma. Gives consistent and 
often spectacular results. Free from excess 
acidity and non-irritant. No side effects. Pur- 
chase tax free. 


RYBAREX INHALANT 


Similar to Rybarvin but also has a strong 
expectorant action which makes it the inhalant 
of choice when Bronchitis and Bronchial 
Catarrh complicate the asthma. 


RYBAR INHALER 


Specially designed for aerosol therapy. 


RYBRONSOL 


A new Rybar sedative which, taken by the 
mouth, soothes the general nervous system, 
helps to relieve the bronchial spasm and 
alleviates congestion in the bronchial tree 
All items, including the Rybar Inhaler, may be 
prescribed on N.H.S. Form E.C1 
Professional! samples and literature on request 





KENT 





years amarded the 


of Publi 


Ideal for 
Toilet, Bath 


and Nursery 


CERTIFICATE OF MERIT 
il Ins 
Health and Hyatene 


of the Roy titute 


J “ames 


/ COAL TAR 
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SOAP 
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Dar 40 years 
“es veFritnatl” 


has been used successfully in the treatment of 


ASTHMA and CHRONIC BRONCHITIS 


and may be prescribed on NH.S Form E.C. 10 








“Eupinal"’ contains lodine and Caffeine combined in a most elegan: and 
effective form 
In chronic Bronchitis **Eupinal™ softens the tough accumu‘ated mucus « 
the bronchial tubes and allows it to be more readi'y expecrorated 'r 
Asthma it possesses a more markedly soothing effect. lessening the frequency 
of attacks and reducing their severity and duration. and relieving breath 
lessness. “‘ EUPINAL ™ contains no porson and is safe in use 


A PRODUCT OF ppd ¢ Colla 
CuxSon =... - BIRMINGHAM 


Footnotes on fungous infections 


PROPIONIC AND CAPRYLIC ACIDS, 
originally isolated from concentrated 
human sweat, have been shown to be 
actively hostile to the pathogenic fungi 
commonly attacking the feet. Wyeth 
research laboratories have nov 
succeeded in preparing ‘Sopronol’ 
Propionate-Caprylate Ointment — an 
ideal fungicidal compound which 
penetrates the stratum corneum, reach- 
ing the deep-seated mycelia without 
irritation or sensitization of the skin. 


Supplied in 1 oz. tubes. 


50 p ro Nl 0 | | PROPIONATE - CAPRYLATE — 


TRADE MARK 
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PATIENTS FIND IT 
VERY DELICIOUS 
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So often the sick, especially the very sick, 
find it difficult to enjoy a pleasant drink — 
but LUCOZADE invariably “ fills the bill.” 

Patients of all ages find this sparkling 
presentation of glucose entirely delicious. 

LUCOZADE, in fact, may be described 
as an almost perfect appetiser, sustaining in 
itself and a delightful stimulus to the desire 
for more solid food. 


~_, LUCOZADE 


the sparkling glucose dtink 





Alpha tocopherol (Vitamin ) for 


The natural vitamin E 
available only since 


\ 


1948 must not be confused with the wheat 
germ oil in use before that date with its 
limitations as to potency and stability. 

The natural vitamin E of today comprises 
a concentrate distilled from the oils of 


cottonseed, palm, soya bean, etc. It is 
far more active biologically than synthetic 
vitamin E. 

The standard laid down by the League of 
Nations is that | international unit l 
mgm. of d.1. alpha tocopheryl acetate. 
The VITA-E Gelucap (75 i.u.) heads the 
list of brands approved by the Vitamin E 
Society and is that recommended by the 
Shute Foundation for Medical Research 
and used with such conspicuous success 
at the Shute Institute. 


CARDIOVASCULAR-RENAL DISEASES 


A complete range of endocrine and 
hormone-vitamin preparations is available, 
including the popular BIOGLAN-A/R 
CAPSULES, based (like CORTISONE) 
on the adrenal cortical hormone; in- 
dicated for rheumatism, arthritis, rcheu- 
matoid-arthritis, and _  fibrositis, and 
BIOGLAN-A AMPOULES for intra- 
muscular injection. This powerful endoc- 
rine tonic (combined with 50 mg. Vitamin 
B1) is in high favour because of its success 
in fully maintaining the physical and mental 
health of the middle-aged and the elderly. 
Literature on request. 


Sole Manufacturers: 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 
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A notable advance in the treatment of 


HYPERHIDROSIS 


Bromidrosis and Tinea Pedis 


| + 


(Paraformaldehyde 3.5 D.C.M.X. 0.15%, in excipient q.s.) 


A welcome departure from the tedium of formaldehyde foot baths, ointments, constant 
changing of hose, etc. Clinical tests conducted throughout the country have produced 
remarkable evidence of the effectiveness of these Insoles. At a temperature of 85°F. a 
gradual but continuous formaldehyde vaporisation occurs during the period of wear 
(usually two or three days) which causes a “regeneration’’ of the skin, thus ensuring 
a more normal exudation of metabolic waste products. The period of immunity varies 
from two weeks to several months according to the severity of the condition, after 
which the Insoles can be reinserted as required. 

Descriptive literature and sample pair for test gladly supplied on request. (Please state shoe size). 


A “Highest in Merit’’ product of HINDERS LTD. 174-192 Estcourt Road, London, S.W.6 





IN the ‘desperate’ days of the menopause—in 
functional neuroses—in hysteria—and in _ psych- 
asthenia, the value of VALERIAN in easing the 
emotional tension and restoring mental tranquillity is 
clinically demonstrated to the full by administering 


Slixie (F-", Gabail 


A highly concentrated yet palatable preparation of 
valerian with no counterpart in modern practice 
which provides perfect sedation with complete safety 


Literature and clinical samples available on request 
Distributors 


' -12 Guilford Stree 
ANGLO-FRENCH DRUG C0.’ Aen 
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Advertised and Introduced ONLY to the Medical Profession 





NASO-PHARYNGEAL AFFECTIONS 


TREATMENT AND PROPHYLAXIS OF 
RHINITIS, CORYZA, 
SINUSITIS, RHINO-PHARYNGEAL CATARRH, 
INFLUENZAL AFFECTIONS 


AQUEOUS ISOTONIC s8LUTION 
OF SULPHANILAMIDE, EPHEDRINE HYDROCHLOR, 
AND A LOCAL ANAESTHETIC 
Apply by instillation of drops or by atomizer 
Basic N.H.S. Prices: 35 cc. Dropper Bottle—2/7id. 
Dispensing Packs—8 fl. ozs.—-10/-, 80 fi. ozs.—80/- 


BAILLY LTD., LONDON 
Sole Concessionaires : BENGUE & CO. LTD. 
Manfg. Chemists, Mount Pleasant, Alperton, Wembley, Middx. 

















ETHYL 


“ 

Renowned for its CHLORIDE ME 
stability, absolute , ae ern 
purity and  consist- ‘ 
ent reliability, 
ETHYLCHLORIDE ™ 

DUNCAN has, like the Com- 
pany’s other anaesthetics, made the 
name Duncan, Flockhart & Co. 
Ltd. famous among anaesthetists 
throughout the world. 


"of 


DUNCAN 


DUNCAN, FLOCKHART «CO. LTD, 


EDINBURGH LONDON 
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In the more distressing case of 
gastric or duodenal ulcer, with a 
history of relapses, a course of 
Roter tablets may obviate the 
need for radical measures. 
Roter therapy does not normally require a monotonous dietary 
routine, nor does it usually call for restricted activity on 
the patient’s part. Many cases of seemingly intractable peptic 
ulcer respond successfully to this treatment. Freedom from 
pain, with accelerated healing, is commonly experienced. 


* Literature and a full trial suppl) 
are available on request. 


IN PEPTIC ULCER 


F.A.1I.R. LABORATORIES LIMITED 
179 HEATH ROAD, TWICKENHAM, MIDDLESEX 
Telephon> : POPesgrove 2028 
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TABILLIN in the 


’ . 5 -"¢# = we 
new Foil-Pagc fees 
> —e ) m\ 
This new method =. Ba NX Wy 


protects 
each tablet 
until used 


—a most important consideration in 
oral penicillin therapy, which is now 
established as a satisfactory method of 


systemic administration. 


eer se SRS SS we 
Tabillin offers these advantages: 


§§ Tabillins, being individually sealed, advantages of individually-sealed pro- 
are protected against contamination and tection. Wastage is eliminated. 


i ae 


loss of potency 
4 Tabillins are supplied in four strengths 


2 Each dose of Tabillin is protected : ‘ 
to facilitate convenient dosage schedules. 


until required—therefore superior to 
iquid preparations = 2 le 
liquid peep . § ‘Foil-Pac’ Tabillins are economical 


3 Any quantity of Tabillin can be pre- Available at no greater cost than un- 
scribed and dispensed without losing the wrapped tablets. 


me me Mm 


A, 


Whenever Oral Penicillin Therapy is indicated, Tabillin is the preparation of choice. 


mn ue 
Be es ee ee ee eee 


eon en be 2 ee 


TABI LL| N Penicillin Tablets B.P. 


Tablets of 100,000, 200,000, 400,000 and 500,000 1.U. Containers of 10 and 100 tablets. 


Descriptive literature from Medical Dept., Boots Pure Drug Co. Ltd., Nottingham 
Bley 
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The Kheumaltic ulient-a New. Iynouch 


— 


The new approach consists of a combined attack by 
the three components of the formula—mephenesin, 
which abolishes skeletal muscle spasm; salicylamide, 
a new and reliable analgesic in rheumatic conditions; 
with homatropine methylbromide, to prevent or 
diminish the gastro-intestinal upsets which so often 
accompany rheumatic disorders. 
MEPHOSOL is a real contribution to the problem 
of pain in rheumatism. 
Each tablet contains 
Mephenesin 125 mg. 
Salicylamide 250 mg. 
Homatropine methylbromide % mg. 
The average dose is 2-3 tablets every 3 or 4 hours. 
Supplied in bottles of 25 and 100 tablets. 


soe” MEPHOSOL 


Registered Trade Mark 





THE CROOKES LABORATORIES LIMITED: PARK ROYAL: LONDON N.W.10 
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There are both positive and negative 
reasons why Gelusil Antacid Adsorbent 


is the ideal therapeutic agent for the treat- 
ment of hyperchlorhydria and peptic ulcer 


Positive : ¢ 
rapid 


jelusil is a reliable antacid, producing 
and prolonged neutralization of the 


gastric contents and effectively coating 


FORMULA: 
Gelusil tablets’ Each tablet contains 
magnesium trisilicate 7.5 gr. and 
aluminium hydroxide gel 4 gr. Gelusil 
suspension; 1 teaspoonful of suspen- 
sion is equivalent to 1 Gelusil tablet 
PACKING: 
Tablets: In boxes of 50. Alsc 

miy in bulk packages 

each, not subject t 


the mucosa of the gastro-intestinal tract. 


Negative: It is non-constipating, 
non-irritating, non-astringent, 
non-toxic, and neither pro- 
duces alkalosis nor 


evokes secondary 


acid rise. 


No Warner preparation has ever been 
advertised to the public. 


WILLIAM R. WARNER & 00. LTD. 
Power Road, London, W.4. 
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The Remedy is 


Bismuth 
Carbonate 


HEN an unbalanced diet, an excess 
of alcohol or anxiety and worry 
lead to excessive secretion of acid, inflam- 
mation of the stomach, and irritation 


of the gastric mucosa, the result is 
indigestion. The remedy is Bismuth 
Carbonate because it effectively neu- 
tralises the acid, it eliminates the in- 
flammation of the stomach, it soothes 


the gastric mucosa. 


Full IMlustrated Literature and Free Samples on Request to 
BISMUTH RESEARCH DEPT. 


MINING & CHEMICAL PRODUCTS LTD. 
86 STRAND (ist Ftoor), LONDON, W.C.2 
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Thank you, doctor! 








ural gicin cr 


relief of pain in acute otitis media 





— particularly in children 
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ge and reduce 


BENGER LABORATORIES LIMITED : HOLMES CHAPEL CHESHIRE ENGLAND 
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. 
Cardophylin provides | point coverage 
eee hort 


in controlling the various complications of heart failure 


Benger Laboratories (oem 


Cerdophylin is presented in tablets, suppositories and 
ampoules for intramusculer and intravenous administration. 


Literature is available on request. 


Cardophylir nanufactured Whiffen & Sons Ltd., is distributed by 
BENGER LABORATORIES LIMITED « HOLMES CHAPEL « CHESHIRE « ENGLAND 
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for the eczema-dermatitis 


| 


group of skin lesions 


Each stage of eczema-dermatitis 
requires its own particular local treat- 
ment with medicaments which will 
not exacerbate the condition. 





$ sub-acute 4 lesion—a little weeping, 





mainly crusted, irritant 


and sore 


A soothing prepara- . 
ation—zinc oxide, ichthammol and — 
camphor in a cooling drying base. 
Non-sensitizing and effective. 








j 
chronic | lesion—red, dry and scaly— 
T 


ZICTHOL 
and PIXCYL 
are prescrib- 
able on E.C.10, 
the basic price 
to the N.H.S. 
being 2/- and 
2/3 per tube 
respectively. 


| often very irritant. 


Pleasant, white, safe, 

non-sensitizing fractions of 

tar with salicylic acid and zinc oxide 

in a water soluble non-drying base. Pixcyl 
provides all the advantages of traditional tar 
therapy but without any of the disadvantages 
commonly associated with crude tar. 


Fop further details write to the Medical Department: 


GENATOSAN LIMITED 


Loughborough, Leicestershire 
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DALZOBAND MEDICATED BANDAGES 


These aré an Unna’'s paste type bandage that are always moist-always 
ready to use. The medicated bandages are loosely wound round the affect- 
ed part and covered with another dry bandage tightly applied. There 
are five varieties of Dalzoband, all of which conform to the N.H.S 
specification for such bandages in the Drug Tariff issued by M.0.H 


Urethane 2 
standard (No. 2) and ichthammol 2 
extra moist (No. 2x) Tariff 6yds. x 


Dalzoband (2) Zinc Paste Bandage. Dalroband (4) Zinc Paste 
BPC. tyds. x & 2 


Dalzoband (3) Zinc Paste and Dalzoband (5) Zinc Paste with 
Ichthammol 2° , B.P. Urethane 2°, and 
Calamine 5°75", Drug 
y 

tvds. x standard Tariff 6yds. x 3 
(No. 3) and extra 
¢ (Ne. 3) Dalzoband (6) Zinc Paste with 

mors! ve. Coal Tar ww 
Tariff 6yds. x 3 








Avaiiable on E.C.10 DALM A 





DALMAS LIMITED, LEICESTER & LONDON. Established 1823 
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‘ > Product 
RAUWILOID + 
HEXAMETHONIUM 


* LESS FLUCTUATION * FEWER SIDE EFFECTS 
* EFFECTIVE BLOOD PRESSURE REDUCTION 


* FULL THERAPEUTIC EFFECT FROM 
_ LOWER HEXAMETHONIUM DOSAGE 


For 


Clinical experience has shown that when 
Safer Therapy Rauwiloid is combined with the potent hypo 
in Severe tensive agent hexamethonium, a striking 
Intractable reduction in the side-effects of the latter is 
Hypertension apparent. This is due in part to mutual 


antagonism of side-effects, but 
od 


more par- 
\ ticularly to synergistic potentiation between 
) the two drugs. The dose of hexamethonium 
\ in this combination can be reduced to as 
) 


little as 50°, of the dose of hexamathonium 
{LOID 1 mg given alone, yet at the same time maintaining 
Uw full therapeutic response.* 


Each tablet contains 
ac 

RA 4 
AMI Tuo 
“HL ori 


5 
) Pieliminary Observation of Rauwiloid—Hexamethonium 
- mg- } o 
“DR A 
piHY 


combined therapy of Hypertension, Amer. Heart, J., 46 
754, (1953) 


Bott 


‘ 
‘ 
‘ 
‘ 
‘ 
‘ 
\  WeXx 
i 
4 t 
‘ 
\ 
‘ 
‘ 
‘ 
‘ 
‘ 
‘ 


4 Comparison of Results in the Treatment of Hypertension 
with Rauwolfia Serpentina Alone and in Combination with 


Hexamethonium or Hydralazine, J. Amer. med. Ass. in press 
oer 
Ve" 


RAUWILOID brand alkaloid hydrochlorides of 


ss of | RAUWILOID + VERILOID for moder 
Rauwolfia serpentina for mild forms of hypertension 


ate to severe forms of hypertension 
are Registered Trade Marks 


“RAUWILOID” 


and “VERILOID” 
Regd Users 


RIKER LABORATORIES LTD., LOUGHBOROUGH, LEICS. 


Detailed literature on request 
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Nulacin 


CLINICAL STUDIES IN THREE CONTINENTS 





LINICAL STUDIES On the use of NULACIN 
C tablets in the control of gastric acidity 
were reported in 1952.* 

Now, further clinical studies, recently pub- 
lishedin Australia, the United States, and Great 
Britain, t confirm the value of NULACIN. 


INDICATIONS 


They are indicated whenever neutralization of 
the gastric contents is required:—in active 
and quiescent peptic ulcer, gastritis, gastric 
hyperacidity. 

NULACIN provides control of gastric acidity 
comparable with that obtained with intra- 
gastric milk alkali drip therapy and is a most 
convenient and effective form of treatment 
for bed and ambulatory patients. 

Dosage: Beginning half-an-hour after food, 
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J 
a NuLAcIN tablet should be placed in the ee sk RR ry 
a a ae oe oe 


mouth and allowed to dissolve slowly. 
During the stage of ulcer activity, up to 
three tablets an hour may be required. For 
follow-up treatment, the suggested dosage is 
one or two tablets between meals. 
Nulacin tablets may be prescribed on E.C.10. 


BIBLIOGRAPHY: 

* The Control of Gastric Acidity, 
26th july, 1952, Brit. Med. J., 
180-182 

* Medical Treatment of Peptic RA. <a : 
Ulcer, 27th February, 1952, Med. “See_i_i Pe i i 2 at 
Press, 195-199 ; i | 

t The Effect on Gastric Acidity of 
“ Nulacin “" Tablets, 28th Novem- 
ber, 1953, Med. J. Aust., 823-824 
t Control of Gastric Acidity by a 
New Way of Antacid Adminstra- 
tion, (1953), Jj. Lab. Clin. Med 
42:955 

t Further Studies on the Reduction 
of Gastric Acidity, 23rd january, 
1954, Brit. Med J., 183-184 


Superimposed gruel fractional 
test-meal curves of five cases of 
duodenal ulcer 





Same patients as in Fig. 1, two days 
later, showing the striking neutraliz- 


7 
N u | a Cl n ing effect of sucking Nulacin tablets 
(3 an hour). Note the return of acidity 


when Nulacin is discontinued 








Nulacin is available from Horlicks in U.K., U.S.A., Canada, Australia, New Zealand, Ceylon, 
Malaya, India, and is also distributed in most other countries throughout the world. 





HORLICKS LIMITED, Pharmaceutical Division, Slough, Bucks. 
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*"PENBENEMID =>... 


The entirely new concept in oral penicillin therapy 


Penicillin plasma concentrations can be in- 
creased 2 to 10 times and maintained for a 
much longer period with * PENBENEMID* 
the new oral “repository” penicillin. 
*PENBENEMID’ provides plasma levels 
comparable in amplitude and duration to 
the levels obtained with procaine penicillin 
intramuscularly with the 
advantage of oral 


administered 
significant 
administration. 


Dosage for adults is 4 *PENBENEMID’ 


yey 


SHARP & DOHME LTD., HODDESDON, HERTS 


tablets initially, followed by 2 tablets every 
6 or 8 hours. Maximal daily dose should be 
10 tablets. For children over 18 months of 
age, the dosage is from 2 to 6 tablets daily, 
according to age and body weight, admini- 
stered in divided doses ev ery 6 hours. 
Each *‘PENBENEMID”’ tablet contains 
100,000 units of potassium penicillin G 
and 0.25 G. of * Benemid ’. 

Supplied for dispensing in specially sealed 
vials of 12 tablets. 


SHARP) 
“DOHME 
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CODIS 


REGD. 


A marked improvement upon 


TAB. CODEIN. CO. B.P. 


eS 

Aspirin, phenacetin, codeine phosphate ;_ there is no more 
familiar group of analgesic drugs. ‘Codis’ improves upon 
it. In Codis the ‘aspirin’ is soluble, as in ‘Solprin’, and 
rapidly forms a solution of palatable calcium aspirin. 

A Codis tablet placed uncrushed in water provides, in a few 
seconds, a solution of calcium aspirin and codeine phosphate, 
with phenacetin in fine suspension. 

The advantages of analgesic therapy with Codis are, rapid 
disintegration of the tablet in water with resulting greater ease 
of administration, and far less likelihood of intolerance by 
the patient. The chance of gastric irritation is minimised 


because there are no undissolved particles of aspirin. 
P P 
COMPOSITION 
<< 4b Each Codis tablet weighs 11.45 grs., and con- 
y ot iN tains: Acid. Acetylsalicyl. B.P.4.grs., Phenacet. 
i= o b, ® B.P. 4 grs., Codein. Phosph. B.P. 0.125 grs., 


Cale. Carb. B.P. 1.2 grs., Acid. Cit. B.P. 
(Exsic.) 0.4 grs. 


Codis is not advertised to the public. 


DISPENSING PACK 300 tablets in distinctive gold 
foils of 6 tablets. 
OTHER SiZES Packs of 20 tablets (in bottles or foil). 


RECKITT & COLMAN LTD., HULL AND LONDON. (PHARMACBUTICAL DEPT., HULL). 
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Extended range 
of A.B. Insulins 


Whether the individual requirements of the diabetic 
patient call for prompt action or prolonged effect, 
confident control of carbohydrate metabolism can be 
achieved with one of the extended range of A.B. Insulins. 


INSULIN A.B. The original unmodified type. Immediately effective 
but acting for a relatively short time. 

5 and 10 c.c. vials (20, 40 and 80 units per c.c.) 

GLOBIN INSULIN (with zinc) A.B. A combination of insulin and 
globin which has a slower and more prolonged action than 
Insulin A.B. 

5 c.c. vials (40 and 80 units per c.c.) 

PROTAMINE ZINC INSULIN A.B. A suspension of insulin pre- 
cipitated by protamine which is absorbed slowly, thus delaying 
the initial action and prolonging the effect for 12 hours 
and upwards. 

5 c.c. vials (40 and 80 units per c.c.) 

10 c.c. vials (40 units per c.c.) 
. INSULIN ZINC SUSPENSION A.B. 

10 c.c. vials (40 and 80 units per c.c.) 

Duration of action—24 hours. 

INSULIN ZINC SUSPENSION (Amorphous) A.B. 
10 c.c. vials (40 and 80 units per c.c.) 

Duration of action—about 12 hours. 

INSULIN ZINC SUSPENSION (Crystalline) A.B. 
10 c.c. vials (40 and 80 units per c.c.) 

Duration of action—up to 36 hours. 


A.B.Insulins 


thd 
TRADE MARK 
Joint Licensees and Manufacturers 


ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 


LONDON E.2 LONDON N.1 
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In the management of gastro-intestinal 

disorders associated with hyperchlor- 
hydria, ** Milk of Magnesia’ Tablets have proved 
of outstanding value. 


Exerting an immediate and prolonged neutralis- 
ing action, ‘ Milk of Magnesia’ Tablets offer a 


valuable prescription to the physician for the 
treatment of simple digestive upsets, including 
gastritis and duodenitis, and equally so, for those 
cases where frank ulceration has occurred. 


Pleasantly mint flavoured and conveniently 
portable, they are always ready to hand when- 
ever the need of alkalisation arises. 


‘Milk of Magnesia’ 
SH PMMNNNNNANAAUAAAALLEEALLLLELLAL ALUN T A B L K T % DDOUUUAUUANAOUANNUUAUAUUA EEA 


Available in bottles of 30, 75 and 150 tablets. 


TC a HM RillypiAbomizal Co Lek 


1, WARPLE WAY, LONDON, W.3. 
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** Milk of Magnesia’ is the wade mark of Phillips’ preparation of magnesia. 
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FERROMYN 


(Ferrous Succinate) 





the latest and most significant advance 
towards ideal oral iron therapy 


FERROMYN is an original and logical 
approach to the problem of iron absorption 
and utilisation in the treatment of hypo- 
chromic anemias and brings oral iron 
therapy a step nearer the ideal. 

This new iron preparation presents Ferrous 
Succinate, a bivalent iron salt prepared from 
succinic acid, which, together with glycine is 
essential for the synthesis in the red bone 
marrow of a porphyrin (haem) containing 
iron.* 

Norma! Hb. and serum iron levels were 
demonstrated over an average period of 24 
days treatment with a group of hypochromic 
| PREPARATION 


BS ADMIN'S TERE | 
| 2600 mgm ae 1 FERROMYN 
| 3180 mgm GS | FERROUS GLUCONATE 


fe | 
"7560 mem (a | FERROUS SULPHATE 
ao 


anemia patients with an average initial 


haemoglobin of 60%. 

The controlled clinical trials with Ferromyn 
show an iron utilisation factor of 42°, as 
compared with 14°, Ferrous Sulphate and 
28°, Ferrous Gluconate. 

This response was obtained with the low 
total average dosage of 2,604 mgm. avail- 
able iron. 

In comparison, the controlled group 
treated with Ferrous Sulphate required 42 
days with an average dosage of 7,568 mgm. 
available iron to reach the same Hb. and 
serum-iron value. 


| IRON UTILISATION COEFFICIENT 


ULL 


FORMULA: Each tablet contains 150 


mgm. Ferrous Succinate, providing 35 mgm. 
elemental iron. 


PACKS AND PRICES: Bottles of 100 tablets 
4/2d plus P. Tax. Bottles of 1,000 
tablets 38/8 plus P. Tax. 


*REF: The Lancet 14.3.53-p.533. 





FERROMYN 


PRESCRIBE FERROMYN TABLETS 


BY NAME 


LONDON 


2 Mansfield Street, W.1 
Telephone LANgham 8038-9 


CREWE 
Telephone 


Crewe 3251-5 


CALMIC LIMITED 
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The Cold wind doth blow 


Wind, rain, frost, fog and snow, and along come 

the winter chest complaints, with the attendant coughs 
and sneezes. Then BENYLIN EXPECTORANT is of 
special value. It alleviates stuffiness and gives welcome 
relief from the irritation of bronchitis, laryngitis 

and other respiratory troubles. Prepared as a 

pleasant raspberry flavoured syrup, Benylin 
Expectorant is suitable for children and adults. 


in bottles of 4, 16 and 80 fluid ounces. (Sch. 4) 


EXPECTORANT 


Parke, Davis « company umiTeD. ine. USA 
HOUNSLOW, MIDDLESEX 
Telephone: Hounslow 236! 
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Assisting THE MOVEMENT 


In cases where colonic stimulation is indicated, ‘PETROLAGAR 


issists the movement surely but subtly. By supplying an unabsorb- 
able emulsion that augments the intestinal fluid content, it provic 


a soft ductile fecal mass that promotes a comfortable, natural bowel 


action, and encourages the return of normal habit. Agreea 
to take, ‘PETROLAGAR’ is issued in two varieties : plain and 


with Phenolphthalein. 


*~PETROLAGAR’ 


| Ayeth! 
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will help your elderly patients 


*OVALTINE ’ is a wholly beneficial nutrient beverage. It is a nourishing 
and sustaining dietary supplement of acknowledged worth in helping to 
build up bodily strength to withstand the frailties and risks which may 
accompany the declining years. 


Its concentrated nourishment—provided by malt, milk, cocoa, soya and 
eggs, and added vitamins—is in a form which even weak or impaired diges- 
tive systems will readily accept. When solid food cannot be taken or 
mastication is difficult, ‘ Ovaltine ’ will prove an easy and convenient means 
of administering necessary nutriment. 


Delicious, soothing and nourishing at all times, it is particularly advan- 
tageous at bedtime, since it helps to promote the conditions favourable to 
natural, restful sleep during which its restorative ingredients can be fully 
utilized by the body. 


Vitamin Standardization 
per oz.— Vitamin B,, 0.3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2 mg. 


A. WANDER LIMITED, 42 Upper Grosvenor Street, Grosvenor Square, London W.1. 





Manufactory, Farms and ‘ Ovaltiné’ Research Laboratories: King’s Langley, Herts. M.380 Gas 
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_— CHEMOTHERAPY OF TUBERCULOSIS ~~ 


The concurrent use of PAS salts 
and Isoniazid is now fully recognized as a major therapeutic measure 
against all forms of tuberculosis. 


‘Aminacvl PAs Salts 


BRAND 


‘Aminacyl’ PAS products, with the exception of 
the Granulate (Ca PAS only), are available as 
either Sodium PAS B.P. or as the Calcium Salt. 
They include whatever commonly used forms 
may be prescribed in terms of physicians’ choice 
and patients’ preference— 
PACKS: Cachets 1.5 ¢ 100’s 500's 
2.0 ¢8 80's 400's 


Dragées 0.5 ¢. (plain) 250’s 1,000’s 


0.75 g. (enteric-coated) .250's 1,000's 
Bulk Powder cae lkg. Skg 
Granulate (Ca PAS) . .400 g. 2,000 g 


° 9 
ZS (Calcium 
gE Aminacyl B-PAS (27%) 

; oe) BRAND 
a”, q This new modification of PAS has the advantage of pro- 
: viding therapeutic effect comparable with that of Na and 


Ca PAS, but with smaller dosage. Furthermore, it is 
completely non-toxic, and is almost completely tasteless. 
Ze” PACKS: ‘Aminacyl’ Ca B-PAS Powder: Tins of 150 and 500 


® envelopes each 3.5 g 
2 ‘Aminacyl’ Ca B-PAS Cachets: Tins of 80 and 400 x Ig 
: *‘Aminacyl’ Sodium B-PAS Cachets are also available in 


tins of 80 and 400 x 1.52 


"Pasinalt combined PAS/INAH Cachets 


BRAND 


3 


for convenient prescription of PAS and Isoniazid 
concurrently 
*PASINAH’ Cachets each contain 1.5 g. Na PAS 
(Sodium p-Aminosalicylate B.P.) and 17 mg. 
Isonicotinic Hydrazide. 


PACKS: Standard Tins of 100 and 500. Details of 
institutional quantities on request. 


Further information from the Medical Dept. 
A. WANDER LIMITED, 42 Upper Grosvenor St., London W.1 Phone: GRO 3931. 
CANADA: A. Wander Ltd., Peterborough, Ontario. AUSTRALIA: A. Wander Ltd., 
Devonport, Tasmania. NEW ZEALAND: A. Wander Ltd., Christchurch. INDIA: Grahams 


Trading Co. (India) Ltd., 16 Bank Street, Bombay. PAKISTAN: Grahams Trading 
Co. (Pakistan) Ltd., P.O. Box 30, Karachi. CEYLON: A. Baur & Co. Ltd., Colombo. 
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Clearing the Channel 


An action firm but gentle, prompt but lasting—that is the requirement when 
clearing nasal congestion. ‘Vasylox’, a new vasoconstrictor, meets this need. 
‘Vasylox’ restores free breathing without causing central stimulation, sleepless- 
ness, or interference with ciliary motility. Neither irritating nor stinging, it 
may be used for patients of any age, even for infants. ‘Vasylox’, which contains 
0-25 per cent of methoxamine hydrochloride, is issued in |/2 oz. bottles with 
separate dropper. 


ms: 4 4 o> Gi FOR NASAL CONGESTION 


SOLUTION OF METHOXAMINE HYDROCHLORIDE 


See 


VO ees 
ADs! 
«tie BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 
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FERRAPLEX 3 


IRON AND STANDARDISED VITAMINS 











| VITAMIN 


| ry Ww 


WATURAL 
VITAMIN 


COMPLEX 





ADVANTAGES FERRAPLEX B, by combining adequate iron dosage 
with standardised vitamin content, provides a comprehensive and efficient 
hmatinic compound for routine use, particularly in pregnant and under- 
nourished women, in adolescence, in hemorrhagic conditions and in the 
debility of advancing age. 

In recent years it has been shown that simultaneous administration of 
vitamin C and the B complex group together with iron gives much better 
results in hypochromic anemias. The natural vitamin B complex used 
in FERRAPLEX B is a concentrate prepared from 
Rogers yous i COMPOSITION 

The comprehensive “ one tablet formula, The aver 
the standardised vitamin potency and the B Ferrapre 
reasonable price of FERRAPLEX B entirely B  FERR 
conform with current economic requirements. eo OO 
PACKINGS AND PRICES. 

FERRAPLEX B tablets are available in bottles of 50 at §/ 3d 
and 250 at 23/3d. Retail prices subject to Professional 
discounts 


la 


ccurring 


vitamin B compl 
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Especially designed for CHI[DREN 


we ILOTY CIV’... 


Paediatric 
FOR ORAL SUSPENSION 


THE SAFE Particularly effective against Staphylococci, 
SELECTIVE Streptococci, and Pneumococci. 
WIDE-RANGE Causes no alteration in normal blood 
ANTIBIOTIC picture. 

FOR Dose }-teaspoonful per stone body-weight 


CHILDREN every 6 hours. 





by The Originator of Erythromycin 


ELI LILLY & COMPANY LIMITED - BASINGSTOKE HANTS 
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THE MONTH 


Despite all the advances of recent years, the liver and its diseases still re- 
main a stumbling block to the clinician. ‘The physiologist and the bio- 
chemist have done much to clarify its functions but, as Sir 

The Adolphe Abrahams points out in the introductory article in 
Symposium our symposium this month, **‘A bilious attack”, “‘liverish- 
ness”, are conditions which everybody knows and which 

nobody can confidently explain’. One of the difficulties is that, in Dr 
Christopher Hardwick's words, in his article on “lhe problem of chole- 
cystitis’, ‘the liver is a curiously silent organ’. On the other hand, we have 
learned much about jaundice, both as a manifestation of liver dysfunction 
and as a sign of hemolytic disease, as is well brought out in Professor 
Clifford Wilson’s article on ‘Infective hepatitis’ and Professor A. V. Neale’s 
review of ‘Jaundice in the newborn’. For long, ameebiasis of the liver was 
looked upon as a rarity in this country, seen only occasionally in officials who 
had retired from India or some other part of the Far East. ‘The large number 
of men, however, who have served in these parts during and since the 
1939-45 War has made the condition one which the practitioner in this 
country must always be on the look out for. ‘The salient features of the con- 
dition are authoritatively summarized by Professor W. H. Hargreaves on 
p. 254. Although for quite different reasons, spontaneous hypoglycemia due 
to an islet tumour of the pancreas is another condition which has become 
much to the fore in recent years. Presumably, increasing awareness of the 
existence of the condition is responsible for much of this increase, and the 
practitioner will find a useful guide to its diagnosis in Dr. Kenneth Black’s 


article on p. 264. 


No more fitting memorial to the pioneer work in pediatrics of the late Sir 
James Spence could be found than the report of the survey of the first year 
of life of all the children born in Newcastle upon ‘l'yne during 

1000 ~=—s the months of May and June 1947, which has just been pub 
Families lished (‘A ‘Thousand Families in Newcastle upon ‘l'yne’, by 
James Spence et al. Published for the Nuffield Provincial 

Hospitals ‘Trust by Geotfrey Cumberlege (Oxford University Press). Price 
1os. 6d.). ‘This monumental survey, planned with that genius for grasping 
essentials which was the secret of Spence’s outstanding contributions to 
pediatrics, promises to be a most important contribution to the study of 
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child life and health. So many reports on matters of medicine and medical 
education have been published of recent years that there is a tendency for the 
man in practice to shrug his shoulders on hearing that yet another has been 
published and to assume that it is of no particular interest except to the 
politician or the academic administrator. This, however, is an exception to 
the rule and a report which he cannot afford to ignore. 

In the first place, the clear-cut conclusion is reached that ‘the intelligent 
care of children requires one doctor for the whole family—requires in fact 
a family doctor . . . Already nearly a third of the practitioner's time, and far 
more of his concern, is devoted to children’. The authors of the report 
‘recognize this as a field of medicine which falls within his proper responsi- 
bility’. “The difficulties and uncertainties about the nature and type of acute 
illness in infancy demand from the family doctor a high level of diagnostic 
skill and therapeutic experience for which he requires special undergraduate 
and postgraduate training without which the quality of medical care will be 
inadequate’. For such training ‘the teachers must first inform themselves of 
the content and conditions of family practice’. 

The second reason why this report must be studied by every family doctor 
is that it contains a wealth of information on disease as it is encountered in 
general practice—not the textbook picture of a disease as seen by the 
specialist in hospital, but the disease in its early, ill-defined stages when, in 
the past, it has never been seen by the consultant. Take, for instance, the 
comment that ‘the great variety of acute respiratory diseases in infancy re- 
quires a clinical classification which will aid the medical practitioner in his 
diagnosis and guide him in his treatment’. Thus, their classification of 
bronchitis is: acute bronchitis, coryzal bronchitis, wheezy bronchitis, re- 
lapsing bronchitis, and miscellaneous bronchitis. ‘This is the practical 
approach to pediatrics for which the practitioner has been waiting, and in 
part II of this report he will find a wealth of clinical information on the 
diseases of the first year of life which has not yet found its way into any of 
the textbooks of medicine or pediatrics. For this reason, if for no other, the 
book demands his careful study. 


Unper the title of ‘Growing Old in Common Lodgings’ (The Nuffield 
Provincial Hospitals Trust, price 3s. 6d.), Miss E. Miriam Sargaison, senior 
almoner at Belfast City Hospital, has produced one of the 

A Saga most fascinating social documents to be published for a 

of long time. Technically it is ‘a survey of elderly men and their 
Senescence living conditions in Belfast lodging houses’, and as such will 
be of considerable value to all sociologists, especially as it is 

the first survey of its kind to be made in the United Kingdom. Unlike so 
many reports, however, it has a much wider appeal, partly because, as the 
Vice-Chancellor of The Queen’s University, Belfast, points out in his fore- 
word, it is ‘the work of an expert who is nevertheless happily innocent of 
the cumbersome jargon of modern sociology’. In other words, to use a much 
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abused term, it is a human document which should be read by all who are 


interested in their fellow-beings. Miss Sargaison’s pen-pictures of some of 
the 371 old men whom she interviewed are little masterpieces, and for these 
alone the report is deserving of the widest possible circulation. Neither 


Mayhew nor Dickens could improve upon chapter IV, from which the 


following are culled. 

‘A cultured man who was an officer in the First World War and has since 
appeared in various music hall shows where he used to draw a big audience 
with impersonations of Charlie Chaplin, but he is now reduced to wearing 
the black striped trousers of his act and proposes to tramp back to his native 
county when the warmer weather comes. And the neatly dressed footman 
who suffers from amnesia (shell shock) and claims to have served Queen 
Victoria on land (as a soldier during the Boer War) and at table (as a foot- 
man at a military tattoo); he is very lonely and has a cataract in one eye’. 
‘A one-legged hawker of bootlaces and cheap coloured delft who was filthy 
and could neither read nor write but whose one ambition was to watch an 
international rugby match from a grandstand seat’. ‘A long-haired, bearded 
eccentric who has been touring round lodging houses since he was 16 years 
old, was full of old chat and amusing malapropisms. He is a keen reader of 
history and an admirer of Robespierre who he considers makes an “‘elikent 
discourse” ’. ‘The man ‘aged 71 who is planning to matriculate and has gone 
to the length of enrolling with a correspondence college. He spends most 
of his time as the promoter of a cremation club and described the nouveaux 


, 


riches thus—“‘L.S.D. accumulators grovelling in the social bran tub” 


Druc addiction has never been a major problem in this country. The influx 
of new synthetic drugs, however, makes it essential that the position should 
always be kept under review. This is an aspect of the problem 
Drugs of to which attention is drawn in the recently published fourth 
Addiction report of the W.H.O. expert committee on drugs liable to 
produce addiction (H.M. Stationery Office, price 1s. gd.), 
in which the committee recommends that ‘governments be urged to con- 
sider the desirability of setting up, or adding to, facilities for investigating 
the various aspects of drug addiction, particularly because of the rapidly 
accumulating number of synthetic substances with morphine-like effect’. 
‘The committee is of the opinion that ‘compounds having a similar con- 
figuration and belonging to the same chemical group as others whose 
addiction liability is already known must be suspected of having addiction- 
producing properties until the contrary be proved’. The committee also 
confirms its previous opinion that levorphan (‘dromoran’) is an addiction- 
producing substance. Gratification is expressed at the action of the World 
Health Assembly in passing a resolution recommending the abolition of 
diacetylmorphine (heroin) from medical practice—a rather extreme measure 
which has been adversely received by many clinicians in this country. 
A serious view is taken of the abuse of amphetamine preparations, and the 





228 THE PRACTITIONER 


committee is of the opinion that ‘it is advisable to take measures to strengthen 
the control over amphetamine and its derivatives on the national level. Such 
measures might include: (1) preparations of amphetamine and its deriva- 
tives should be dispensed only on prescription; (2) each prescription should 
specify the number of times it may be refilled or repeated ; (3) a careful record 
should be kept of each prescription’. ‘The possibility of the antihistamine 
preparations producing habituation was also considered, and it is con- 
cluded that ‘at present the committee’s attitude should be one of careful 
watchfulness towards future developments in this field’. 


IN an address to the Association of Surgeons of East Africa Annual Con- 
ference earlier this year, Mr. C. V. Braimbridge, senior surgical specialist in 
Nairobi, recalls memories of his early days in Kenya (asf 

Safari African Medical Journal, May 1954, 31, 205). When he arrived in 
Surgery Kenya after the 1914-18 War there were only three doctors in the 
colony with higher surgical qualifications, all engaged in general 

practice. ‘There are now 30 Fellows of the Association in Kenya alone 
Practically all Europeans in the country who required operation were sent 
to Nairobi or, very often, to the United Kingdom. ‘The African did not 
think much of surgery in those days and the medical officers in Native 
Hospitals did all that was necessary. For the Asian there were only small 
wards attached to the Native Hospitals of the main centres. One of his first 
patients was an elderly African ‘who waddled into his dispensary with two 
children in front of him carrying a small stretcher on which reposed an 
enormous rounded object; on investigation this proved to be his own 


elephantoid scrotum’. He also recalls his first excision of maxilla in a mud 


and grass operating theatre ‘with the 5.A.S. and I| taking turns, he dropping 
chloroform on a mask and I hoping to complete the next stage before the 
patient walked off the table, with the sweat of my brow and grass from the 
roof mingling in the wound all the time’. 

In those days specialism was not encouraged by those in authority, the 
attitude being that ‘what was good enough for Dr. Livingstone is good 
enough for you, my boy’. Only Government Medical Officers were allowed 
to have cases in the European Hospital, and the only institution where 
private doctors could send their patients was the old Kenya Nursing Home 

a ‘rather ramshackle, converted boarding house’, in which the operating 
theatre was just an ordinary room with barely sufficient space to hold the 
operating table and two or three persons; there was no water laid on and 
everything ran on paraffin. In the Nairobi European Hospital one of the 
most common diagnoses was hematemesis—due to alcoholic cirrhosis of the 
liver. As far back as the twenties plans were made to build a ‘beautiful new 
combined general hospital’, but ‘the races could come to no agreement’, and 
it is only since the 1939-45 War that adequate hospital facilities for all races 
have been provided and that ‘surgical services have bloomed and blossomed’. 





ON FEELING LIVERISH 


By SIR ADOLPHE ABRAHAMS, O.B.E., M.D., F.R.C.P. 


Consulting Physician to Westminster Hospital 


‘A bilious attack’, ‘liverishness’, are conditions which everybody knows and 
which nobody can confidently explain. ‘It is to be feared’, wrote a 
distinguished mud-Victorian physician, ‘that symptoms are frequently 
referred to the liver with which it has no concern’; and now, a hundred years 
later, practitioners are of much the same opinion. There is hardly an 
expression more common among both patients and their doctors than that 


the liver is out of order. It is a convenient scapegoat, a mysterious terra 
incognita, a sort of Central Africa in the map of the organism. 

‘A hangover’—the Katzenjammer of the Germans—is defined by the 
‘English Dictionary of Slang’ as ‘the morning after the night before’. 
Although the Oxford English Dictionary has not accorded it the respect- 
ability of inclusion, Webster, less conventional, describes it as ‘the effect of 
a period of dissipation after the exhilaration has worn off’. So, rightly or 
wrongly, the indiscretion of over-indulgence in alcohol is generally 
understood. 

SYMPTOMATOLOGY 

The familiar symptoms invariably include nausea and in many cases 
vomiting, a distaste for almost every kind of food, a furred tongue, a bitter 
or metallic taste. Either constipation or diarrhoea may occur; the stools are 
generally pale. There is often a feeling of weight or oppression in the 
hypochondrium and pain in the shoulders; headache is usual. Giddiness, 
palpitations, specks before the eyes are other more or less frequent accom- 
paniments ; and languor, moroseness, peevishness, irritability and depression 
are a few of the numerous descriptions of the dispositions encountered. (The 
French have the comprehensive, bilieux). The pale, muddy or sallow 
complexion is often misinterpreted; for, although the metallic taste is 
attributed to taurocholic acid in the blood, jaundice and even latent jaundice 
with a positive indirect van den Bergh reaction are unusual. 


PATHOLOGY 
The somewhat pompous, ornate and picturesque phraseology of our 
predecessors may inspire an indulgent smile rather than a desire for emula- 
tion, but we can hardly claim that our own biochemical substitutes provide 
any substantial advance in our comprehension of the essential mechanism. 
In his Croonian Lectures for 1874, Charles Murchison submitted pioneer 
views on the liver as a detoxicating agent. Modern research, he said, has 
made it probable that the liver is endowed with a function not recognized 
by Galen who had restricted its activity to sanguification and the secretion of 
bile, abnormality of which in quantity or quality leads to functional 
disorders. It contributes, said Murchison, in great degree to the destruction 
of albuminous matter derived from food and to the formation of urea and 
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lithic acid. Among the most constant signs of its functional derangement are 
a reduction of urea and an increase in uric acid. (Gout at that time loomed 
prominently in the world of medicine as responsible for many, or most, 
human ills.) Murchison’s views on metabolism were incorrect; for now we 
recognize that urea represents a conversion of ammonium salts derived from 
amino-acids, the result of intestinal digestion of proteins, and that uric 
acid is derived from nucleo-proteins. But he was substantially correct in his 
impression of the antitoxic action of the liver. Later, Lauder Brunton 
described the liver as the porter at the gate against the toxic products (the 
indole and skatole groups) which by their entry into the systemic circulation 
produce biliousness and liverishness. In both respects of imperfection, in 
the elaboration of the products of digestion and in the filtering process, 
poisons circulate. Potentially toxic materials reach the liver from all parts 
of the body: from the stomach, intestine and gall-bladder via the portal 
vein; by the systemic circulation via the hepatic artery; from the duodenum 
via the bile ducts; from the gall-bladder again via the lymphatics. 

Yet the essential element in the production of ‘a bilious attack’ is not a 
primary functional disorder of the liver or an abnormal quantity or 
quality of the bile, but the secondary manifestation of morbid processes opera- 
ting elsewhere in the digestive tract, especially a gastro-duodenal catarrh that 
spreads to the biliary papilla with hyperemia throughout the portal tract, 
catarrh of the intrahepatic ducts, diminished secretion of bile and all the 
consequences of a liver subjected to an excessive demand upon its detoxi- 
cating capacity. 

THE BILIOUS CONSTITUTION 

We recognize the subject of a torpid liver as one with a congenital 
inadequacy, or with a liver whose function has been reduced by poisons to 
which it is specifically susceptible. In the case of the European returning 
home after sojourn in the East we can indict many potentially responsible 
factors, and particularly so because of their synergistic influence. ‘These 
include ameebic infestation, malaria, together with a generally unhygienic 
mode of living—lack of exercise, dietetic excesses of spices, pepper and 
curries that heighten the physiological active congestion of digestion, and 
alcohol. ‘The tropical temperature is also a contribution. As a consequence a 
certain degree of irreversible change is inevitable, but considerable improve- 
ment may occur after a dozen injections of emetine even when cysts of the 
Entameba histolytica are no longer identified in the stools. 

The layman’s ‘chill on the liver’ may be interpreted as_ the 
effect of external cold producing a reflex transient hepatic engorgement 
with, as a consequence, functional impairment. The well-recognized 
effect of an east wind upon livery subjects is presumably explainable in the 
same way. Attacks may be emotionally determined in susceptible subjects. 
Through the splanchnics, blood flow may be diminished with, perhaps, 


spasm of the bile ducts and so diminished secretion of bile and some 


absorption of its constituents. 
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THE ROLE OF ALCOHOL 

In Murchison’s day, total abstinence was relatively exceptional and alcohol 
in some form or other was accepted as a regular indulgence. In order of 
decreasing virulence to the liver, he enumerated malt liquors, port, madeira, 
champagne, burgundy, dry sherry, claret, hock, diluted whisky and 
brandy, deleterious in direct ratio to the sugar they contain on the principle 
that carbohydrate abstracts oxygen, leaving insufficient to act on nitro- 
genous matter from the tissues or derived from the food. Products of sub- 
oxidation passing unchanged into the general circulation adversely affect 
all parts of the body. 

As he puts it, the sensitive cells of the brain express their annoyance with the 
poison by producing a feeling of irritability; by their action on the vagus they cause 
spasm of the small arteries, cardiac irregularity and angina pectoris—and so with 
every system of the body. That alcohol itself played a part he recognized but, in his 
opinion, to a relatively minor extent. 

Hurst firmly believed in the ability of alcohol to produce a primary 
alteration in the liver cells—a hepatosis; acute as the result of ‘a night out’, 
chronic from habitual over-indulgence as in the cocktail drinker. ‘The 
investigation of five healthy volunteers on the morning after ‘a night out’, 
revealed in all a rise in the blood sugar of more than 30 mg. per cent. after a 
test meal of 50 grammes of lavulose—‘certain proof of hepatic insufficiency’. 
Complete recovery after prolonged indulgence demanded total abstinence, 
often a lengthy one. Hurst was not attracted by the idea of a primary gastritis 
or duodenitis 

Idiosyncrasy and the convenient assumptions of constitutional vulner- 


ability and relative hepatic insufficiency explain the wide variations in the 
quantity of alcohol that can be tolerated. The question of quality cannot be 
so easily dismissed. There is a popular exhortation—avoid mixing grain 


and grape. But even if the average person is acquainted with the manu- 
facture and composition of familiar beverages, it is a matter of everyday 
experience that attention to this precaution may confer no immunity against 
subsequent disturbance and that Nemesis need not follow its violation. 
All sorts of chemical bodies, esters, alcohols other than ethylic, not to 
mention the addition of adulterants, are present in varying quantities, any 
of which may be far more inimical to the liver. Moreover, it must not be 
forgotten that the digestive system may be overwhelmed by a simultaneous 
unusual indulgence in foodstuffs. 

I am tempted to reproduce a menu I have before me of a banquet given in 1938 
by one of the great City Companies (see p. 232) 

I am by no means a trencherman or bon viveur. Indeed, | may without smug 
self-approbation describe myself as naturally abstemious. But on that occasion, 
since conscientiousness was placated by the contribution of an after-dinner speech, 
I did not hesitate to take full advantage of the generous hospitality. The following 
morning, so far from suffering the misery of a ‘hangover’, | experienced a bren-étre 
which corresponded to what I suppose is meant by ‘positive health’ 

Is one to conclude that an occasional call upon the resources of the 
digestive system is of benefit, on the principle of shock therapy? The 
experts assure us that liberties may be taken provided that all beverages are 
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Menu 


Grape Fruit. Smoked Salmon Sherry 
Martinez Amoroso 


Clear Turtle Madeira 
Cossart Gordon’s Old Bual 


Sole Bonne Femme Hock 
Dorf Johannisberger 1934 
Foie Gras in Aspic Claret 
Chateau Pontet Canet 1929 


Saddle of Mutton Champagne 
Lanson 1928 


Roast Grouse Game Chips Port 
Salad Lorette Fonseca 1922 


Bombe Créme de Menthe Kiimmel 
Compote of Oranges Fockink’s 
Prindiccs Brand) 
Dessert Biscuit Dubouché 1912 
. Whisky 
Coffee Greenlees No. 1 
of the highest quality with no discordant element; a precaution which at the 
present day must be almost impossible of realization. 


MIGRAINE 
Many of the symptoms of ‘sick headache’ correspond so closely with those of 
so-called biliousness that identification of the liver as a causative agent in 
migraine is comprehensible, especially when one includes the popular 
attribution to bile of some evil property. The presence of bile is only the 
mechanical result of continued vomiting. T. C. Hunt (Lancet, 1933, ii, 
279) found no impairment of levulose tolerance between attacks of migraine 
or that cholecystectomy prevented or reduced attacks. Local disease or dis- 
order of the gall-bladder he regarded as a result, not a cause, of migraine, in 
which stasis of bile occurs and in time produces chronic cholecystitis and 
perhaps gall-stones. At the same time he concedes ‘a common hepatic or 
constitutional tendency in migrainous subjects’. 
TREATMENT 

The acute attack.—Alimentary rest is a superfluous injunction; Nature will 
insist on that. Even if complete starvation for a short period may not be 
adopted, nutritional needs will be restricted to liquids of the blandest 
character or even to liberal quantities of water. Alcohol in any form must be 
prohibited. A bismuth mixture, with sodium bicarbonate and a few minims 
of dilute hydrocyanic acid—a drug not so often employed as in the past 
will be welcome. Alternatively, I have found dilute hydrochloric acid of 
advantage. Mercurial preparations are employed partly as aperients, partly 
for an alleged specific effect. ‘They are, of course, cholagogic whether or 
not they have any direct action upon the liver. Their administration may be 
either as a full dose of blue pill (mercury pill, B,P.) followed by a saline 
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draught, or by repeated fractional dosage: e.g. calomel, 1/10 grain (6 mg.) 
hourly for six doses. Bed rest is advisable, and poultices to the hepatic region 


will sometimes be desirable. 

Chronic hepatosis.—At the present day, when gluttony is not only unfash- 
ionable but almost impracticable, the result of a protracted period of over- 
indulgence does not call for the frequent prescription of fifty years ago when 
Society accepted an annual ‘cure’ at Carlsbad, Homburg, Marienbad, 
Kissingen or Vichy as an orthodox expectation. Much was claimed for 
specific properties in the waters of these fashionable spas, but the regime of 
a carefully regulated diet and insistence on a strict observance of hygienic 
procedures was the essential factor. The change of climate, too, played a part. 
An exacting, impressive discipline secured a cooperation which would not 
be otherwise accorded, and patients returned with the loss of superfluous 
fat, a restored digestion, and generally invigorated for another year of 
unrestricted indulgence. 

The bilious constitution —The subject is regarded as the victim of a 
‘torpid’ liver functionally impaired through a constitutional inadequacy or 
from long-continued trials upon its natural capability as in the case of the 
colonial resident. More accurately, the indictment should be extended to 
the digestive system as a whole. The sufferer must live within his circum- 
scribed limits, and admittedly it is not easy to strike a medium between 
reasonable care and the undue solicitude of a hypochondriac whose life is 
hardly worth living. With his reduced margin and vulnerability to adverse 
factors he must abstain from any excesses of diet and alcohol, having 
regard, of course, to idiosyncrasies of which he alone can judge. Fatigue 
must be avoided; in this category the nervous system must be included. 
He is generally better on the slopes of Hampstead and Highgate and the 
Surrey hills than in low-lying localities such as the Thames Valley. He is 
particularly susceptible to chills and to sudden changes of temperature 
(‘the east wind’) and should protect the vulnerable parts of the body: the 
abdomen, back, neck and feet. The ‘cholera belt’, though sometimes ridi- 
culed, is a wise precaution. Regular exercise is desirable and particularly 
horse-riding, whether or not its advantage of ‘massage of the liver’ is in 
fact a recommendation. 

Drugs.—Certain drugs have a reputation for relieving portal congestion 
by a direct action on the liver. Chloride of ammonium in 20-grain (1.3 g.) 
doses was at one time particularly credited although I doubt if it is now 
ever employed on that principle. Students of medical history can find a long 
list of others, including mercury, sodium salts, taraxacum, rhubarb, iridin, 
euonymin, podophyllin, hydrastin, aloes, jalap, and senna, all of which were 
reputed choloretics. And, although there is nowadays a disposition to 
suppose that their only action was that of cholagogic purgation, it may be 
that we have gone too far in our attitude towards these remedies, and that 
it might be profitable to employ the old bottles of shrewd clinical observation 
into which to decant some of our new wine of academic science, 
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By CLIFFORD WILSON, D.M., F.R.C.P. 
Professor of Medicine in the University of London; Director, Medical Unit, 
and Physician, London Hospital 


INFECTIVE hepatitis is a common disease, about five per cent. of the adult 
population having been infected at some time, usually in childhood or early 
adult life. During the 1939-45 War the vague conception of the disease as 
‘catarrhal jaundice’ gave place to a clear recognition of its infective nature 
and of the identity of the epidemic form so common in military campaigns 
with the sporadic form encountered in civilian life. Three outstanding dis- 
coveries contributed to this. The first was the classical epidemiological 
investigation of Pickles (1939) who, from a study of the disease in the 
scattered population of Wensleydale, established that apparently sporadic 
cases could be linked in a chain epidemic. His observations revealed an 
incubation period of about 28 days and emphasized the role of droplet 
infection in transmission. ‘The second contribution was the demonstration 
by Roholme and Iverson (1939), by aspiration liver biopsy, that in the early 
stages the histological changes in the liver were in fact those of a diffuse 
hepatitis. Thirdly, during the war, both British and American observers 
showed the presence of the causative agent in fecal extracts by which the 
infection could be transmitted to volunteers. At about the same time the 
extensive use of blood and plasma transfusion brought to light numerous 
cases of jaundice in which the icterogenic agent was apparently transmitted 
in human serum. This form of hepatitis had previously been encountered 
after prophylactic inoculation with human serum against measles and with 
vaccine containing human serum against yellow fever. That the infective 
agent could be transmitted in minute amounts of inoculated serum became 


apparent when it was shown that jaundice complicating arsenical treatment 
of syphilis was attributable to blood contamination of syringes. In these 


various forms of serum hepatitis a remarkable feature is the long incubation 
period of about three months. 

Although all attempts to infect animals have been unsuccessful, human 
transmission experiments have established the overwhelming probability 
that the infective agent in both forms of the disease is a virus. During the 
past ten years experimental work has been continued on the epidemiology 
of infective hepatitis, prophylactic inoculation with gamma globulin, the 
transmission of serum hepatitis and the nature of the carrier state. The 
results of these investigations will be discussed later; for the practising 
clinician they have an obvious significance but, in the absence of any 
effective curative measures, the main interest still lies in the problems of 
diagnosis and prognosis in the individual patient. 

DIAGNOSTIC PROBLEMS 
The majority of patients with infective hepatitis develop jaundice, and the 
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major diagnostic problem is the differentiation of this from other forms of 
obstructive jaundice. There is often, however, a prodromal or pre-icteric 
stage of the disease when general symptoms predominate and differential 
diagnosis may be difficult. Still more difficult is the recognition of those 
cases in which jaundice is absent—the non-icteric form of the disease; this 
is rarely a practical problem apart from epidemic outbreaks. Once diagnosis 
is established, prognosis in the great majority of cases presents no particular 
difficulty but occasionally recovery is doubtful or delayed and the possibility 


of subacute hepatic necrosis or chronic hepatitis arises. 


THE PRE-ICTERIC STAGI 
Here the problem is short-lived, since jaundice eventually develops and 
diagnosis becomes obvious. But during the interval, which may last from a 
few days to three weeks in the exceptional case, there may be anxiety for the 
physician and even hazard for the patient. If the classical prodromal symp 
toms are present, if an epidemic is prevalent, or if there is a history of 
contact, a presumptive diagnosis can often be made. ‘The characteristic 
symptoms are: lassitude, which is both physical and mental, shivering (but 
no true rigors), aching in the limbs and headache which is typically above the 
eyes but sometimes behind the eyes with blurring of vision; neck rigidity is 
very occasionally present. The appetite is lost from the start, nausea and 


vomiting appear in many cases and there may be abdominal pain. ‘This 


usually consists of a heavy feeling in the epigastrium but may be variously 


localized and so severe that an acute abdominal emergency is suspected. 
In fact, it is not uncommon for a patient in the pre-icteric stage to be 
admitted to a surgical ward for laparotomy, the correct diagnosis only be- 
coming evident when jaundice subsequently develops. At this stage then, 
the picture resembles influenza, with digestive rather than respiratory 
symptoms added to the general malaise and febrile disturbance. Itching of 
the skin, urticarial rashes, epistaxis, heartburn, sore throat and loose stools 
are occasional symptoms. Apart from a history of contact 3 to 5 weeks pre- 
viously, additional points in favour of the diagnosis of infective hepatitis are 
enlargement and tenderness of the liver, a palpable spleen tip and granulo- 
penia. ‘The presence of liver damage at this stage is indicated by a reduction 
of bromsulphthalein excretion and the appearance of small quantities of bili- 
rubin in the urine, detectable by Hunter’s diazo reaction. 


THE ICTERIC STAGI 
The differential diagnosis of infective hepatitis in the icteric stage is an 
ever-recurring problem. ‘The jaundice is of the obstructive type, i.e., with 
pale stools and dark urine due to bilirubinuria, and cannot be distinguished 
clinically or by chemical tests from jaundice due to extra-hepatic obstruc- 
tion. The problem is more important and more difficult in older than in 
younger subjects, because of the greater likelihood of extra-hepatic 
obstruction due to carcinoma in the former. In women particularly there 
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is the added complication that gall-stones may be present and may, or may 
not, be the cause of the jaundice. 

In the solution of the problem—infective hepatitis or extra-hepatic 
obstruction—the value of a detailed interrogation for pre-icteric symptoms 
cannot be over-emphasized. Even in a man of carcinoma age the sudden 
onset of shivering, lassitude and anorexia, with frontal headache and aching 
in the limbs for five to ten days before the appearance of jaundice permits a 
strongly presumptive diagnosis of infective hepatitis. ‘This is still further 
strengthened if the symptoms improve appreciably when jaundice appears. 
Fever has a considerable diagnostic value. It is unusual for pyrexia to last 
more than a few days during the pre-icteric stage so that when jaundice is 
discovered there is rarely more than a slight elevation, e.g., to 100° F. 
(37-5 C.), which subsides in two or three days. A sustained high fever 
associated with jaundice is rarely due to infective hepatitis and should 
suggest the possibility of a pyogenic infection of the biliary passages or liver, 
acute pancreatitis, Weil’s disease or acute bacteriamia. Pain may be severe 
and of variable location in some instances. When jaundice is present, gall- 
stones, cholangitis, liver abscess and acute pancreatitis must be considered. 
Severe, localized persistent pain is unusual in infective hepatitis and attacks 
of colicky pain indicate extra-hepatic biliary obstruction. 

Physical examination may be of considerable assistance. Evidence of 
wasting can be misleading since the complete anorexia of infective hepatitis 
may produce marked loss of flesh in a week or two. In the early stages the 
liver is only slightly or moderately enlarged; it is soft in consistency and 
tender. After some weeks of obstructive jaundice, however, whether intra- 
or extra-hepatic, the liver may be considerably enlarged and hard due to 
biliary congestion. ‘The spleen tip is felt in some 20 per cent. of cases of 
infective hepatitis, whereas this sign is absent in the early stage of extra- 
hepatic obstructive jaundice unless there is some independent reason for 
splenomegaly. ‘The presence of spider nzvi on the face, arms or upper part 
of the trunk is strongly in favour of infective hepatitis; these, like spleno- 
megaly, may appear in chronic extra-hepatic obstructive jaundice, but not 
at the onset. 

Cases arise, and not infrequently, when these clinical considerations still 
leave the diagnosis in doubt. Two special investigations may then be of 
value. The differential white cell count commonly shows a granulopenia in 
infective hepatitis, a typical polymorphonuclear cell count being 50 per cent. 
of 3,500 total white cells; the reverse change, a polymorphonuclear leuco- 
cytosis, is strong evidence against the diagnosis of infective hepatitis. ‘The 
differential white count will also reveal the occasional case of glandular fever 
which presents with hepatic jaundice. Experience of liver function tests dur- 
ing the past ten years has led to a more satisfactory assessment of their value 
in the differential diagnosis of obstructive jaundice. In all such cases, 
whether intra- or extra-hepatic, excretory function tests will be impaired. 
The level of the serum bilirubin in a single estimation is of no diagnostic 
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significance but the alkaline phosphatase is usually higher (over 30 units) 
and rises more rapidly in extra-hepatic obstruction. Tests based upon 
damage to hepatic cells, e.g. thymol turbidity, cephalin flocculation and 
plasma globulin level, are normal in extra-hepatic obstructive jaundice. This 
is also the case in some patients with infective hepatitis, but if the tests are 
abnormal the diagnosis of the latter is strongly presumptive. In chronic 
biliary obstruction, disturbance of liver-cell function develops so that these 
tests provide no reliable differentiation between chronic hepatitis and biliary 
cirrhosis due to chronic bile-duct obstruction. 

There is one feature of infective hepatitis which may considerably 
aggravate the difficulty in diagnosis; this is the tendency for recrudescences 
of the infection to interrupt and often prolong the course of recovery. About 
10 per cent. of cases show this complication which may occur at any time 
after the first appearance of icterus. Unless the nature of the deepening 
jaundice is recognized, a diagnosis of extra-hepatic obstruction may be made. 
The relapse may be detected clinically since it is usually associated with a 
return of the original general or digestive symptoms, particularly lassitude 
and loss of appetite; slight fever may recur, and enlargement and tenderness 
of the liver may become more evident. Although increasing jaundice is 
usually apparent, such relapses are more certainly diagnosed if serum bili- 
rubin estimations are made twice weekly from the outset, since a sharp rise 
may be observed and, coincident with this, other tests of liver-cell function, 
such as thymol turbidity, may show sudden deterioration. 

Apart from extra-hepatic lesions there are several causes of intra-hepatic 
obstructive jaundice which may give rise to difficulty in diagnosis. Such are 
extensive carcinoma of the liver, amebic hepatitis, leptospirosis and 
‘cardiac’, syphilitic or portal cirrhosis of the liver. The other clinical features 
of these disorders usually resolve the difficulty but there are some special 
points of interest. Cardiac cirrhosis usually results from long-standing 
recurrent attacks of right heart failure; ascites is prominent compared with 
cedema elsewhere, the liver is large and hard and the spleen is usually pal- 
pable. Portal cirrhosis may present with an attack of jaundice which is 


probably due to recrudescence of a chronic hepatitis. Inquiry should be 


made for a past history of jaundice; manifestations of portal hypertension 
such as hamatemesis and ascites may be present and liver-cell function tests 
are often, though not always, impaired. Purpura associated with jaundice 
should lead one to think of Weil’s disease, but it may occur in extra-hepatic 
obstruction owing to prothrombin deficiency. Although the prothrombin 
index may be slightly lowered in infective hepatitis it rarely reaches the 
level at which hemorrhages occur except in acute hepatic necrosis. 

In the great majority of cases the clinical features and special investiga- 
tions described above will put the diagnosis beyond doubt. When special 
tests for other causes of jaundice are negative and uncertainty still exists, 
the test of time, i.e. observation of the course of the disease, especially if 
this includes a serum bilirubin curve, will generally clarify the issue within 
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three weeks of the onset of icterus. Most patients with hepatitis show a 
diminution of jaundice, a fall in serum bilirubin and gradual disappearance 
of bile from the urine at this stage. In a few, recovery will take longer or the 
disease may progress to the subacute or chronic stage. In these, liver-cell 
function tests are usually abnormal and other features such as splenomegaly, 
spider angiomas and occasionally signs of portal obstruction may be present. 
If there is still a reasonable doubt about the diagnosis after three to four 
weeks, laparotomy is justified and indeed should not be further postponed. 
In adults of middle age and over, hepatitis often appears to run a more 
prolonged course than in young subjects and this should be taken into 
account when considering surgical intervention. 

The diagnosis of infective hepatitis without jaundice in so-called non- 
icteric cases is problematical. During an epidemic, or with a definite contact 
history, a presumptive diagnosis may be made on the same grounds as during 
the pre-icteric stage. Such cases are usually of slight severity and the diag- 
nosis should not be entertained when symptoms persist in the absence of 


definite liver involvement. 


rREATMENT AND PROGNOSIS 
There is no effective specific therapy against the virus of hepatitis once 
infection has occurred. ‘The clinical course and studies of liver function 
suggest that in most cases recovery is already taking place when the appear- 
ance of jaundice makes diagnosis possible. Rest in bed should be maintained 
until bile disappears from the urine and a full diet should be given as soon as 


appetite returns. ‘There is no virtue in the traditional fat-free diet. Few 
patients have any aversion to fat in the form of milk, butter and cheese but 
greasy foods are not tolerated. A high-protein diet is theoretically sound but 
there is no evidence that addition of essential amino-acids to the diet 


accelerates recovery. In subacute hepatic necrosis the same principles apply 
and there is no convincing evidence that any form of specific therapy in- 
fluences the outcome. Prophylactic trials with gamma globulin during out- 
breaks of hepatitis have shown a definite protective effect but the disease is 
in general so mild and the recovery rate so high that preventive treatment of 
this nature has little practical justification. 

The mortality of infective hepatitis due to the development of acute 
hepatic necrosis is extremely small—probably less than 1 in 1000 cases. The 
incidence of chronic liver disease as a sequel to an acute attack is unknown 
but is presumably of a similar order. A ‘post-hepatitis syndrome’ was fairly 
common in Servicemen following the war-time epidemics but these symp- 
toms, which take the form of functional dyspepsia, are not common in 
civilian life. From time to time outbreaks of hepatitis of unusual severity 
are reported. Such an epidemic occurred in Copenhagen in 1945. Nearly all 
the patients were women, the majority elderly; the course was protracted, 
with ascites and edema, and the mortality was over 60 per cent. 

Since infective hepatitis is usually spread by droplet infection the in- 
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cidence is highest in the winter months (October to March). The discovery 
that the infective agent is present in the feces should lead to a search for 
water-borne and food-borne transmission. A recent report (Ballance, 1954) 
describes a food-borne epidemic in an Oxford College and emphasizes the 
explosive character of such outbreaks and the high attack rate (1 in 3 in 
this instance). 

Recent work on serum hepatitis has strengthened the view that the virus 
differs from that of naturally transmitted hepatitis. Infections of unusual 
virulence are not uncommon after icterogenic serum inoculation. It has been 
shown that carriers may retain and transmit the icterogenic agent for many 
years without having had any previous history of hepatitis. Such individuals, 
however, may suffer from progressive liver disease, as shown by liver-func- 
tion tests. The view has been put forward, and there is definite evidence to 
support it, that transmission of the virus may occur m utero; this could 
account for the hepatitis which is occasionally observed in infants and 


perhaps also for the occurrence of cirrhosis of the liver in young children 
(Dible, 1954). The practical implications of these findings require the 
strictest control of inoculation techniques and materials. A recent survey has 
shown that the incidence of hepatitis after whole-blood transfusion in this 
country is less than two per thousand. A post-war survey of jaundice follow- 


ing transfusion of large-pool plasma showed an incidence of 12 per cent. 
The substitution of small-pool plasma has subsequently reduced the in- 
cidence to that which follows whole-blood transfusion (Joint Report, 1954). 


CONCLUSION 

In spite of the intensive studies which have been made in various fields we 
still lack specific therapy and practicable specific measures for epidemio- 
logical control of infective hepatitis and other common virus diseases. ‘The 
chief rewards of the past ten years have been a clearer understanding of the 
nature of the disease, a recognition of the diverse modes of transmission, a 
more exact though still imperfect knowledge of serum hepatitis and, of 
particular value to the clinician, a strengthening of the diagnostic criteria of 
the disease in its various forms. 
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JAUNDICE IN THE NEWBORN 


By A. V. NEALE, M.D., F.R.C.P., D.P.H. 
Professor of Child Health, University of Bristol 


*‘JAUNDICE is so common in the early days of life that it is of considerable 
importance to distinguish between those cases in which the condition is 
unlikely to interfere with the future welfare of the child and others in which 
the prognosis is grave and in which treatment, to be effective, must be 
applied early’—this was the problem as it appeared to Hampson in 1933. 
Considerable advances have, of course, been made in regard to known 
causes and to the more precise forms of treatment, but the emphasis still 
remains upon urgent and accurate diagnosis. 


SOME GENERAL CONSIDERATIONS 

Several points need consideration as a background to a ready appreciation 
of the peculiar and special physiological conditions causing or aggravating 
neonatal jaundice. Even in the full-term baby of mature weight and appear- 
ance, the liver has not reached complete function. This might be further 
impaired by neonatal toxzemic sepsis, dehydration, fever, or excess cooling 
(refrigeration syndrome). Asphyxial and circulatory disturbance with shock 
and related hypoxia arising during or after birth may further disturb the 
liver efficiency during the all-important early days of life. Biliary excretion 
by the liver cells may itself be rendered difficult and the flow alorg the bile 
channels and ducts be made sluggish. Care and attention in these matters 
may therefore be regarded as important prophylactic measures which will 
at least minimize the eftects of anticipated or actual jaundice. 

Congenital abnormality may have an important place in differential 
diagnosis, but fortunately the clinical pictures in neonatal jaundice are 
fairly clear and serious diagnostic difficulty is not commonly encountered 
if a clear history is obtained and a reasonable skill in examining the newborn 
is practised. ‘The processes of the jaundice may be related to hemolytic or 
obstructive factors. Intense haemolytic jaundice may be followed by 
secondary biliary obstructive phenomena; combined effects may therefore 
be noted in such cases. Bile pigments (bilirubins) in the plasma, and derived 
directly from haemolysis, are chemically different from the same pigments 
after they have passed through the liver cells into the ducts (Claireaux et al., 
1953). This explains why circulating bilirubins may have a toxic effect, at 
certain concentrations, particularly upon nerve cells in some parts of the 
brain. One possible hazard of hemolytic jaundice of the newborn is the 
clinical state known as kernicterus. Primary obstructive jaundice is not 
associated with the condition. 

The pathological effects of kernicterus include necrotic changes and 
bilirubin staining of the nerve cells. Which occurs first in the cycle of 
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damage is not yet certainly determined, but it is known that the brain 
tissues contain a bilirubin-retaining lipid. Much depends upon the con- 
centration of the plasma bilirubin; up to 2 mg. per cent. may be regarded 
as normal, 2 to 5 mg. per cent. is significant, and higher levels (even reaching 
50 mg. per cent. in total bile pigments) are dangerous. In most cases, the 
clinical signs in kernicterus are correlated with the intensity of the hamo- 
lytic jaundice. For practical purposes the liver is the only way, in the new- 
born, in which bilirubin can be excreted and the manageable load may be 
exceeded at any time in the first fourteen days of life. ‘This is especially so 
in the premature baby in proportion to its real immaturity. The urine will 
only contain bile pigment if an obstructive element is superimposed. 


SIMPLE PHYSIOLOGICAL HHMOLYTIC JAUNDICE 
Simple physiological haemolytic jaundice (icterus neonatorum) is so well 
known as to require hardly any descriptive comment. Suffice it to say that 
it occurs, ranging from an icteric tinge to a moderate orange tint, without 
visible or detectable disorder in the infant: normal meconium and stools, no 
disturbance of feeding, and neither liver nor splenic enlargement. The 
cause lies in the simple hemolysis necessary to reduce the functional feetal 
polycythemia to the normal red cell needs in the healthy newborn. The 
liver cannot usually excrete the bilirubin at the same rate as its production; 
hence the appearance of the clinical coloration at about 48 or 72 hours after 
birth. With normal attention to fluid intake and feeding, and avoidance of 


dehydration, sepsis or hypoxia, it clears in a few days. The plasma bilirubin 
is not raised above 4 mg. per cent. Normal fluid intake is essential for 
adequate liver-cell function and biliary flow to clear the plasma bilirubins. 

Physiological jaundice may become pathological. Occasionally, even in a 
full-term, and apparently mature, newborn the jaundice begins at the 


usual time, but deepens very considerably in the next few days, with con- 
current clinical changes such as drowsiness, twitching, muscular hypertonia, 
anorexia and some liver enlargement. A picture indistinguishable from 
icterus gravis may appear. Presumably a combination of a somewhat 
excessive ‘physiological’ hemolysis has run up against a particular degree of 
unsuspected hepatic immaturity of function. Treatment will include 
meticulous nursing care and ample fluid intake (if necessary by esophageal 
tube) to encourage liver function and biliary flow. A hemorrhagic tendency 
may complicate the disorder and a daily injection of vitamin K may 
avert a troublesome secondary hypoprothrombinzmia. Rarely it is fatal and 
some kernicterus is detected. 


ICTERUS NEONATORUM OF PREMATURITY 
Icterus neonatorum of prematurity is often a hazardous clinical adventure 
for the baby and the doctor (Aidin et a/., 1950). The immature liver may 
have the greatest difficulty in clearing the ‘physiological’ rising bili- 
rubinemia (Obrinsky et a/., 1954). For various reasons the brain cells are 
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especially vulnerable. The tissues are subject to rapid fluctuation in body 
water as indicated by shifts from peripheral edema to general dehydration. 
Physiological balances are uncertain and relatively unstable in the immature 
body. Hypoxia with respiratory irregularity and unfavourable changes in 
the systemic and pulmonary circulation may add to the troubles. Vicious 
cycles are quickly engendered. Signs of the jaundice may begin early, say 
at 18 to 24 hours; or no evidence of the problem may appear until several 
days after birth. A critical period may occur about the 5th to the gth day of 
life. Plasma bilirubin may rapidly accumulate above 5 mg. per cent. and 
clinical signs of kernicterus may supervene. Any degree of sepsis will 
seriously potentiate the disorder. The possibility should be anticipated by 
all who have responsibility for the care of the premature baby. 

Skilled nursing and feeding, strict asepsis, minimal general disturbance, 
adequate and maintained hydration, and measures to assist any difficult 
respiratory episodes with hypoxia, are necessary. Extra vitamin K is 
desirable. The clinical course may vary widely over a period of a week or 
more. Normal-coloured stools and urine indicate some favourable liver 
action and sometimes the jaundice clears satisfactorily over a period of 
about forty-eight hours after reaching a considerable intensity. Un- 
fortunately, some signs of kernicterus may be present and persist despite an 
otherwise satisfactory clinical recovery. In a fatal case the brain is deeply 
bile-stained, especially in the basal ganglia. 


HEMOLYTIC DISEASE OF THE NEWBORN 
It is in neonatal jaundice, due to incompatibility of the maternal and feetal 
blood, that amazingly exact knowledge and clinical success have been 
achieved in recent years. ‘The common factors are concerned with the 
Rhesus-negative mother and Rhesus-positive fetus, especially in the 
second or a subsequent pregnancy. However, it must be remembered that 
the same problem can be present in the first pregnancy, due possibly to 
rare and excessive maternal sensitivity or to Rhesus-positive blood injections 
received at any time during the mother’s life, even perhaps in her own 
infancy. It is also important to emphasize that the disease can occur when 
the mother is Rhesus-positive. This arises when other group incompati- 
bilities exist, such as A, B, O, or in some rare blood groups now well known 
to clinical pathologists. 

The neonatal icterus may therefore be quite unanticipated. When the 
possible situation is clear, namely in the known Rhesus-negative mother, 
testing for antibodies is essential in the latter part of the pregnancy and 
close cooperation with the clinical pathologist is necessary. When haemo- 
lytic disease is suspected it is essential to prepare for special treatment. ‘The 
confinement should take place in a maternity centre where all facilities for 
special treatment of the baby are immediately at hand. It is now generally 
agreed that the aim should be delivery at full term. Prematurity carries 
additional serious risks, including a considerably higher kernicterus and 





JAUNDICE IN THE NEWBORN 243 


mortality rate. Rarel:', and only for special obstetric reasons, may earlier 
delivery be decided upon; for instance, when pre-eclamptic toxemia and 
Rhesus disorder are present simultaneously, an earlier delivery may be 
decided upon. Also, when the father is homozygous to the Rhesus-positive 
factor, there may be a considered case for delivery at a few weeks before 
full term. 

The aim is to avoid icterus gravis. ‘Therefore, apart from the prenatal 
evidence of positive and rising maternal plasma antibodies, diagnosis of the 
intensity of the hemolytic process in the foetus at birth must be attempted. 
Some yellow coloration of the amniotic fluid may be noted. Yellow staining 
of the feetal end of the umbilical cord is significant. ‘The hemoglobin and 
the serum bilirubin content of the cord-vein blood are measured. The 
Coombs’ test can be used to test the blood for antibodies. Quick laboratory 
results are required to assess the course of action. 

The hemolytic jaundice may begin in an hour or so and quickly deepen 
to attain marked intensity by twelve to twenty-four hours. Clinical opinion 
now strongly favours avoidance of jaundice if possible. ‘The baby’s tissues, 
especially the brain, must be saved from the toxic eftects of high and rising 
bilirubins. A logical process would be to replace as much of the newborn's 
Rhesus-positive blood cells with Rhesus-negative blood cells. Simple 
transfusion would not achieve this. Exchange transfusion will, and moreover 
enables partial removal of the excessive circulating bilirubin 

The treatment of choice therefore is to make use of the patent umbilical 
vein (it usually cioses a few days after birth) and bya syringe, with a three- 
way adaptor technique, aim to remove and exchange 400 to 500 ml., which 
amounts to up to go per cent., of the infant’s circulating blood. Obviously, 
special skill and care are necessary. If maximal benefit is to be achieved, 
this should be done within a period of six hours of birth, and the obstetrician 
rightly expects such facilities to be readily available. Occasionally a continued 
intensity of the hemolytic process with jaundice may call for a second 
‘exchange’ a few days later. Possibly, in a week or two, a complementary 
simple transfusion by the ordinary venous route will be required to maintain 
an adequate red-cell level pending the infant’s own adjustments. Usually 
the antibodies are eliminated in a few weeks and a sudden and continued 
reticulocytosis leads to a restoration of the infant’s own blood 

In cases due to the other abnormal blood-group relationships, e.g. ABO 
(Dunn, 1953), special considerations will be necessary, and close cooper- 
ation between the clinicians, the clinical pathologist and the regional blood 
transfusion officer is essential. An error in transfusion would be most 
serious. Group O, Rhesus-negative, blood may be especially valuable when 
an unpredicted emergency transfusion is decided upon. But in most cases 
the programme can be quietly foreseen and arranged for, provided that 
preliminary testing of maternal blood is regarded as a necessary antenatal 


procedure. On clinical and laboratory evidence of, for example, mild 


hemolysis with minimal jandice in a baby otherwise clinically quite satis- 
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factory, opinion may decide that no special treatment is indicated but an 
expectant continued observation be maintained. In such mild cases a simple 
blood transfusion may be indicated, after a week or two, to remedy con- 
sequent anemia. 

Icterus gravis neonatorum in hemolytic disease is clearly a serious picture, 
and the deep jaundice and marked drowsiness, twitching, hypertonia, some 
head retraction, enlarged liver and spleen, with variable pallor as a back- 
ground, leave no clinical doubt. Survival with brain damage is a great 
misfortune. It is therefore clear that every medical practitioner must be 
aware of the natural history and clinical responsibilities and play a part in 
the over-all prevention of icterus gravis neonatorum. With knowledge, skill 
and care, in those at risk the incidence can be reduced to a very low figure 
and often complete clinical success be achieved. 


JAUNDICE IN NEONATAL INFECTION 

Infection of the liver as a direct extension of umbilical sepsis is now a 
clinical rarity. General sepsis and septicemia, derived from any external 
source or following inhalation of infected fluids at birth, may be accompanied 
by jaundice. The clinical picture, with fever (or subnormal temperature), 
collapse, refusal of feeds, and possibly pemphigus or purpura, would indicate 
the serious position. Acute gastroenteritis in the newborn may quickly lead 
on to liver failure with dehydration, toxemia and jaundice. In the de- 
hydration and toxamia of infection the liver cell is prone to acute fatty 
change, with swelling and rapid functional impairment. 

Early recognition of the incipient signs includes an awareness of the 
remarkable speed with which clinical deterioration may occur. The liver 
cells are vital to early neonatal physiology; their impairment quickly in- 
creases the dangers and may be additive to troubles already existent from 
birth hypoxia, cerebral injury or physical immaturity. Staph. aureus, B. 
coli, and streptococci are the more common offenders. Success in treatment 
will revolve around skilful nursing, attention to dehydration and nutrition 
and the appropriate use of an effective antibiotic. Watch must be kept for 
any hemorrhagic tendency, because acute hepatic difficulty may lead to 
impaired blood coagulation and capillary resistance in the newborn. 


NEONATAL HEPATITIS 
Clinical jaundice, with obstructive features, may occur in the early weeks of 
life and persist for several weeks. It may be accompanied by bleeding from 
the umbilicus or mucous membranes, or even subdural hemorrhage, and 
anzmia may supervene. Clinical features include distension of the abdomen, 
firm, palpable liver enlargement, and dark bile-containing urine. The cause 
of this syndrome is not clear. Foetal and neonatal hepatitis of obscure cause 
(Dible et al., 1954) is suspected. This may be due to the virus of infective 
hepatitis, or in some cases there is a possibility of ‘serum jaundice’ (Bodian 
and Newns, 1953), traceable possibly to a maternal carrier of an icterogenic 
virus. In these cases jaundice may appear soon after birth and show an 
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obstructive character leading to rapid liver failure. There is some danger 
of liver- cell necrosis and, later, cirrhosis. Protracted obstructive jaundice of 
this type might clinically simulate congenital obliteration of the bile ducts 
with biliary obstruction (Lancet, 1954). 


CONGENITAL SYPHILIS 
Jaundice was probably never a common sign of this disease in the newborn. 
Severe clinical congenital syphilis may be quite devoid of any detectat:le 
jaundice, even when the liver is enlarged. Confusion with other now known 
causes has occurred. The recognition of ‘Rhesus’ disease as a principal 
cause of icterus gravis with hepatomegaly has cleared up one major con- 
fusion. Difficulty in the past might well have been related to the somewhat 
similar pale and thickened appearance of the placenta in congenital syphilis 
and in hemolytic disease. Congenital syphilis, however, should be kept in 
mind as having an occasional association in neonatal jaundice. 


ACHOLURIC JAUNDICI 
This congenital disorder may reveal itself by moderate hemolytic jaundice, 
with or without splenomegaly, in the early weeks of life. It has occasionally 
been detected in the search for the cause of an early or persistent non- 
obstructive jaundice in the newborn. There may be a family history of the 
condition, or the baby may be affected by simple genetic mutation. ‘The 
usual clinical haematological factors are easily detectable. 


CONGENITAL OBSTRUCTIVE JAUNDICI 
Jaundice appearing soon after birth and accompanied by colourless motions 
and increasingly bile-stained urine, should create a strong suspicion of 
congenital biliary obstruction. The icteric colour assumes a greenish tint 
in the skin. No other signs may be detectable and, quite surprisingly, the 
infant often thrives and feeds well for a while, so that weight gain and growth 
proceed. Careful abdominal examination may reveal a distended gall- 
bladder or, quite rarely, a subhepatic choledochal cyst. ‘The best procedure 


is laparotomy to see and examine 1n detail the local anatomy. This should 


be done when the baby is about four to six weeks old. In a small number of 
cases the surgeon will be able to carry out a suitable gall-bladder anasto- 
mosis to relieve common duct obliteration. This, however, is exceptional, as 
in most cases the obliterative duct process extends into the liver and nothing 
radical can be done. 

Sometimes an annular pancreas is found, which is impairing bile flow at 
the ampulla of Vater. In the irremediable cases the child may live on for 
some months with variable jaundice, but a firm, enlarged liver (biliary 
cirrhosis) will gradually ensue. 


GALACTOSAMIA AND JAUNDICI 
In this strange congenital metabolic disorder, wherein lactose cannot be 
metabolized to dextrose, galactose accumulates in the blood and escapes in 
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the urine (congenital galactosuria). A few days after birth (particularly with 
breast feeding, as human milk has a high content of lactose), liver enlarge- 


Fic. 1.—Brain of infant with severe kernicterus. Jaundiced areas of grey matter include 
those in which histological differentiation is completed some months before birth, i.e., those 
centres in which metabolic requirements at the time of birth are high. The caudate nucleus, 
putamen, dentate nucleus of cerebellum and olivary nuclei are also affected. These centres 
differentiate later than the sixth month, but before birth 
1. Caudate nucleus 6. Substantia nigra 

Putamen 7. Hippocampus 

Globus pallidus 8. Dentate nucleus 

Thalamus 9g. Cranial nerve nuclei 

Subthalamic nucleus 10. Olivary nuclei 

of Luys 11. Grey matter of spinal cord 
(1 am indebted to Dr. M. C. H. Dodgson for this diagram.) 


ment and some jaundice may appear. Clinical diagnosis is confirmed by 
detection of the galactosuria. 


rHE BRAIN AND JAUNDICI 
It is now clear that the susceptibility of the brain to plasma bilirubins in 
hzmolytic jaundice plays a dominant role in kernicterus neonatorum. This is 
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particularly important in the icterus gravis arising in congenital haemolytic 
disease (Rhesus or other groups). It may also occur in intense ‘physiological’ 
jaundice of prematurity or even rarely in the full-term mature infant. ‘The 
circulating pigments in the premature infant are the same as in ‘Rhesus’ 
hemolytic disease. ‘The degree and extent of the distribution of the pigment 
in the brain vary. General diffuse staining may occur, but the common and 
major effect is in the nuclear parts, with particular emphasis on the basal 
ganglia, subthalamic nuclei and other areas. The auditory centres may be 
involved. Centra! deafness may follow. 

Figure 1 shows the possible extent and distribution of the brain coloration 
and neurone necrosis. It is self-evident that any preventive action or early 
and effective therapy calculated to avoid this cerebral calamity places upon 
the practitioner a real and exacting responsibility in the care of the new- 
born, particularly in respect of haemolytic jaundice. ‘Team work as between 
the general practitioner, the obstetrician, the clinical pathologist, the area 
blood transfusion service, the pediatrician, the nursing service—and not 
least the mother—must be organized on competent lines. 


SUMMARY 
The over-all and particular considerations of jaundice in the newborn have 
therefore, since the days of Landsteiner and Wiener’s classic paper con- 
cerning the discovery of the Rhesus antigen in 1940, received a tremendous 
impetus towards a more exact understanding of the physiological distur- 
bances and the pathological processes of jaundice in the newborn. Historical 

and practical matters are clearly stated in Pickles’ book (1949). 
Clinical accuracy in this matter has its great rewards. It is not only 
necessary to save life in the neonatal period: it is essential that such a baby 
survives to be a healthy child. In fact, the whole story indicates, only too 


clearly, that clinical training and experience in the diseases, and especially of 


jaundice in the newborn, hold the doctor in a sense of great responsibility, 
in so far as clinical error may well carry its consequential effects on the 
baby into later, and even adult, life. This may be considered in the light of 
the individual baby only, but wider effects in the family or community, and 
perhaps, not irrelevantly, in the matter of national medical economics also 
arise. 
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THE PROBLEM OF CHOLECYSTITIS 


By CHRISTOPHER HARDWICK, M.D., F.R.C.P. 
Physician, Guy’s Hospital 

THE right side of the abdomen, and particularly the right upper quadrant, 
is one of the commonest sites of persistent abdominal pain. The duodenum 
accounts for most of these cases but the gall-bladder may be a very close 
second. Duodenal ulceration with its characteristic symptoms and radio- 
logical findings is relatively easily recognized. Similarly, cholecystitis with 
gall-stones may usually be diagnosed without difficulty. ‘There remains, 
however, a large number of patients whose pain is not typical of either 
complaint and in whom radiology fails to show any abnormality. Only too 
often such patients are said to be suffering from chronic cholecystitis. In- 
fection in the gall-bladder, if continued for any length of time, almost 
inevitably leads to the formation of stones. A diagnosis of chronic, or re- 
current, cholecystitis without stones is therefore one that is contrary to the 
usual pathology of the organ and must be a rarity. What, then, are the 
diseases which we must consider in these patients with persistent pain in 
the right upper quadrant, in whom radiology has failed to show either a 
duodenal ulcer or gall-stones? They include the less common disorders of 
the duodenum, such as ileus or diverticula, pancreatitis, cardiac ischemia, 
appendicitis and anxiety states. 

Investigation of the biliary tract has been facilitated by the introduction of 
new and improved dyes for cholecystography. Previously the iodine pre- 
parations which were used were very irritating to the gastro-intestinal 
tract; when the gall-bladder failed to fill with them it might be because the 
patient had vomited the dye, or because it had not been absorbed or because 
the gall-bladder was diseased. With the new products the first two hazards 
are avoided and a non-filling gall-bladder is a pathological one. Not only 
do the new dyes give definite information about the gall-bladder but they 
often show up the larger bile ducts as well (fig. 1). 

The examination of bile obtained by duodenal intubation after the administration 
of magnesium sulphate yields uncertain information. The method suffers from the 
disadvantage that the patient may be caused considerable distress by having to 
swallow the tube, and it may be a long and tedious time before the tip reaches the 
duodenum. The interpretation of the findings is not always straightforward, even 
when a good specimen of bile has been obtained. 

CHRONIC CHOLECYSTITIS 
The symptomatology of gall-bladder disease with stones is well known and 
will not be considered further. In the absence of stones, biliary colic and 
jaundice will not occur, but the patient may develop repeated attacks of 
inflammation of the gall-bladder, interspersed with periods of normal 
health. The acute phase subsides, and as there is little permanent damage to 
the gall-bladder its function is unimpaired and there is usually no con- 
tinued indigestion. Persistent right-sided abdominal pain with a flatulent 
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dyspepsia is seldom caused by chronic cholecystitis; intermittent attacks of 
pain accompanied by dyspepsia may be. ‘The acute attacks come on abruptly, 
There is usually low fever, with much nausea and vomiting. The right- 
sided pain is accompanied by tenderness over the gall-bladder. ‘The dis- 
tinction between this condition and empyema of the gall-bladder may be 


Fic. 1.—Cholecystogram, showing gall-stones. The cystic 
and common ducts are clearly outlined by the con- 
trast medium. 


difficult, but in simple acute cholecystitis there may be a history of previous 
attacks with complete resolution, the fever is slight, there is no leucocytosis 
and the attack subsides in a few days. 

The correct diagnosis of a disease is usually essential for its successful 
treatment, and in no condition is this better illustrated than in recurrent 
cholecystitis. Removal of the gall-bladder is an operation which has a 
varied reputation and it is usually taught that when stones are present it 
gives excellent results, but that in the absence of stones the results are dis- 
appointing. To a large extent this is due to errors in diagnosis, for to remove 
the gall-bladder when it is not the cause of the symptoms will not result in 
their cure. In chronic cholecystitis, provided that the diagnosis is correct, 
operation is highly successful. 

If medical measures are adopted, the patient should be put to bed and, 
until vomiting has stopped, only fluids should be given. Care must be taken 
to see that he does not become dehydrated. Morphine or pethidine may be 
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required for the pain. Local applications of heat, either by means of kaolin 
poultices or through a small electric blanket, may give relief. Chemotherapy 
or antibiotics are disappointing but, if it is decided that they should be 
used, then either one of the sulphonamides or aureomycin should be chosen. 


UNUSUAL DUODENAL DISEASES 
Disease of the duodenum almost always gives rise to the train of symptoms: 
food — pain — food —> relief. Variations of this theme may give a clue to 
the exact diagnosis. ‘Thus, in ulceration the pains occur intermittently, with 
intervals of freedom lasting several months; at first there may only be right- 
sided abdominal discomfort, but as the attacks recur, real pain makes its 
appearance. 

Duodenal ileus is usually caused by anatomical variations. Either the 
mesenteric vessels arise unusually low, or the horizontal part of the 
duodenum is unusually high. In either case there is some slight constriction 
where the vessels cross the duodenum. Generally this is insufficient to cause 
symptoms, but these may occur in women who are thin and of poor physique 
and who have visceroptosis. In effect, there is an intestinal obstruction 
affecting the duodenum and, although right-sided abdominal pain does 
occur, the chief symptom will be vomiting. A barium meal should show the 
dilated duodenum and the to-and-fro movement of the barium as it en- 
deavours to pass the constricting band. Screening will also show that in 
some positions the barium passes more easily than in others. ‘The patient 
should then be instructed to lie in this way, usually on her right side or on 
her face, for fifteen minutes after each meal. Often, however, the symptoms 
are only partially relieved by such means and an operation is required to 
effect a complete cure. 

In diverticulosis of the duodenum, there may be a history of ulcer-like 
symptoms, but the pain tends to be more continuous and may go through 
to the back. Most diverticule in this region are the result of ulceration and 
sO may occur anywhere in the first part of the duodenum. Congenital 
diverticula, however, do occur and they are always formed along the medial 
border of the duodenum, where they burrow into the pancreas. Usually 
they give rise to no symptoms, but if they reach any size the duodenal 


contents may stagnate within them and cause inflammation, which in its 
turn gives rise to a pancreatitis which will require surgical treatment. 


A male, aged 57, began to have attacks of severe pain in the epigastrium, accom- 
panied by vomiting, in 1950. He was admitted to hospital in April, and again in 
October 1951, when, apart from obesity, emphysema and tenderness under the 
right costal margin, no clinical abnormality was found. The barium meal and 
cholecystogram were normal. A fractional gastric analysis showed achlorhydria; 
stools were negative for occult blood; serum amylase was repeatedly normal; 
glucose tolerance test showed a lowered renal threshold but was otherwise normal 
On each occasion he improved somewhat with rest and antispasmodics. 

‘Two months later he was readmitted as an emergency, having had melzna 
The barium meal was again normal and so was the serum amylase. Surgery was 
decided upon and at operation a hard mass was found in the head of the pancreas, 
and partial pancreatectomy and duodenectomy were performed. When the specimen 
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was opened, a large diverticulum was found at the junction of the first and second 
parts of the duodenum, burrowing into the pancreas. 


RECURRENT PANCREATITIS 
Most practitioners are familiar with acute pancreatitis when it occurs as a 
dire surgical emergency. Recurrent pancreatitis, a similar but less severe 
illness, is not so well recognized. It may present with right-sided abdominal 
pain and it is particularly important because, unlike acute necrosis of the 


pancreas, it may occur with a normal gall-bladder and biliary tract. Recurrent 
pancreatitis is a disease of middle age and, although in the United States it 
seems to predominate in males and the incidence of chronic alcoholism is 
high, in this country women are often affected and a history of excessive 
drinking is by no means usual. ‘The severity of the pain and the recurrence 
of the attacks despite treatment are the characteristic features of the disease. 
The pain may start abruptly and is situated in the epigastrium or under one 
or other costal margin. Fever is usually only slight, but vomiting may be 
excessive. During an attack the serum amylase may rise extremely high, but 
as this may be quite transient the finding of normal values does not exclude 
the diagnosis. ‘The disease may continue for many years, with attacks 
occurring three or four times annually; in time, one or all of three compli- 
cations may arise: steatorrhoea, diabetes mellitus, or pancreatic calculi. 

Treatment is disappointing. In an attack, medical measures may give some 
relief. Pethidine rather than morphine should be used, for the patients will 
require large doses of these drugs several times a year, and there is a real 
danger of morphine addiction. Continuous gastric suction will help to 
relieve the vomiting, and dehydration will have to be corrected by rectal or 
intravenous infusions. Atropine or belladonna should be given, both to 
reduce gastric secretion and to relax the sphincter of Oddi. Between the 
attacks, surgery must be considered. Many operations have been tried and, 
although each has its successes, there is no sovereign remedy. If gall-stones 
are present these should be removed but, if the biliary tract is healthy, 
cholecystectomy should not be done, for continuous drainage of the biliary 
tract via the fundus of the gall-bladder may be required. Other procedures 
which have been tried include sphincterotomy, section of the splanchnic 
nerves, and partial or even total pancreatectomy. Many of these are under- 
takings of considerable severity and, before they are embarked upon, the 
risk involved must be carefully equated with the patient’s disability. 

\ woman, aged 32, developed right-sided abdominal pain following a cold in 
1941. On recovery, investigations, including a cholecystogram, showed no abnor- 
mality in the stomach, duodenum or gall-bladder. Fifteen months later, after two 
further attacks, her gall-bladder was removed. No stones were found, but it was 
described as a ‘strawberry gall-bladder’. Thereafter, attacks continued at intervals 
In 1944, she had a prolonged bout with fever, pain and vomiting for many weeks 
The serum amylase rose to over 600 units. In 1947 surgery was undertaken. The 
diagnosis of chronic pancreatitis was confirmed, and for three months the common 
duct was drained exteriorly. During this time she was much better but the symptoms 
returned soon after the tube was removed. When she was last seen in 1952 the 
attacks still continued. 
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CARDIAC ISCHAEMIA 

The pain in cardiac ischemia, which may radiate to the upper abdomen or 
the right hypochondrium, may easily be confused with that from gall- 
bladder disease. Especially will this be so when the angina occurs after a 
large meal, as may well be the case. ‘Indigestion’ will be the patient’s ready- 
made diagnosis and ‘cholecystitis’ may be the doctor’s, when skiagrams fail 
to show any gall-stones. Electrocardiograms, taken before and after exercise, 
should give decisive information. Errors may be made in three circum- 
stances. An attack of biliary colic may be mistaken for coronary infarction; 
the patient may have coincident disease of the gall-bladder and of the 
coronary vessels; or there may be coronary disease with a normal gall- 
bladder but an unusual radiation of the pain to the right hypochondrium. 

When there is both cardiac and gall-bladder disease, the problem as to 
whether or not to remove the gall-bladder may be difficult. It is unwise to 
recommend cholecystectomy merely in the hope that it will relieve the 
cardiac pain in patients who have a doubtfully diseased gall-bladder without 
stones. If, however, there is obvious disease present and the gall-stones 
have caused symptoms—colic or jaundice—then they should be removed. 
Such an operation may be followed by marked improvement in the angina. 

A man, aged 63, suffered from a coronary thrombosis in January 1952. An electro- 
cardiogram suggested an antero-lateral infarct and he was discharged from hospital 
after eight weeks. Thereafter he had angina of effort after walking fifty or a hundred 
yards. In March, and again in August 1953, he had attacks of biliary colic followed 
by slight jaundice. A cholecystogram showed his gall-bladder to be full of stones and 
this was removed in October 1953. Nine months later he was able to walk up to 
half a mile without pain and his digestion was excellent. 


CHRONIC APPENDICITIS 
Chronic appendicitis has been almost as fertile a source of the wrong 
diagnosis of right-sided abdominal pain as has chronic cholecystitis. It 
must be emphasized that both diseases behave as recurrent maladies rather 
than continuous ones. The term, grumbling appendix, has led to the removal 
of many normal appendices. Between attacks it may be difficult to decide 
whether it is the appendix or the gall-bladder which is at fault. The patient 
may be a poor witness and physical signs may be lacking. In either case a 
cholecystogram may be normal and it may be difficult to demonstrate the 


appendix with an opaque meal. But in an exacerbation of either disease, 
however mild, careful clinical study, including rectal examination, should 
leave no doubt as to the correct diagnosis. 


FUNCTIONAL DISORDERS 
Dyspepsia often accompanies anxiety or depressive or hysterical states. In 
many instances it is responsible for the patient going to see his doctor for 
the first time. Two characteristics tend to distinguish such a dyspepsia from 
that caused by organic disease—its persistence and its character. The pain 
will be said to have been continuous, day in and day out, with only the 
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briefest of remissions, for several months or even years. It is described in 
bizarre terms—like a lump, or as a heaviness due to the food collecting in 
one part of the belly, or as a red-hot needle being pushed in, and so on. 
Certain foods may be implicated, and these usually include those which are 
popularly held to be indigestible, such as fried foods, rich pastries and acid 
fruits. Flatulence is almost always admitted to on cross-examination, and in 
many cases its occurrence will be volunteered. Occasionally the patient may 
be so anxious to impress the doctor with the magnitude of his complaint 
that he will belch loudly while the history is being taken. 

In short, these patients complain of a flatulent dyspepsia. If, in addition, 
they have pain in the right upper quadrant and tenderness can be elicited 
in the neighbourhood of the gall-bladder—not a very difficult thing to do in 
a suggestible patient—a diagnosis of cholecystitis is easily made and a 
cholecystectomy almost as easily done—for there will be nothing patho- 
logical about the gall-bladder and its removal is a simple matter. But the 
patient must be considered as a whole. Most people are reluctant to disclose 
their anxieties and their moods of black depression, and it may be necessary 
to speak to their relatives before the full story comes out. Even then, a 
confused picture may be obtained, for the relatives may attribute the 


patient’s irritability or moodiness to his continued ill health, instead of the 


reverse. If he is not careful, the doctor may fall into the same trap! 


A woman, aged 31, was seen in February 1954 on account of indigestion which 
had been almost continuous, with no remission longer than three weeks, during the 
previous two years. This indigestion took the form of a lump-like feeling from her 
sternum through to the spine and was associated with aching under the right costal 
margin. Fatty food seemed to bring it on but there was nothing which gave relief 
The appetite had remained good, the bowels regular and the weight steady. When 
the pain was severe she vomited, but this did not ease the symptoms. A year pre- 
viously a cholecystogram had shown poor concentration of the dye in the gall- 
bladder and a diagnosis of cholecystitis was made. 

Cross-examination revealed the presence of an anxiety depression; she was sleep- 
ing poorly, waking early, had difficulty in concentration, was tired and irritable and 
had bouts of weeping. Her husband attributed these symptoms to her long-con- 
tinued dyspepsia. On examination there was tenderness in the region of the gall- 
bladder. After ten days of sedation, the cholecystogram was repeated and was 
normal. With further sedation and Hurst’s triad of explanation, reassurance and 
re-education, she made an uninterrupted recovery. 


CONCLUSION 

These are the chief conditions which may be confused with cholecystitis. 
No mention has been made of the right kidney, the liver or the right lung. 
Renal conditions usually give rise to dysuria or backache and are revealed 
by pyelography. The liver is a curiously silent organ, despite its size, and 
ameebic liver abscess is almost the only disease which need be considered. 
Affections of the lung seldom give rise to pain below the costal margin, 
whereas a diseased gall-bladder can produce pain in the chest, especially 
at the shoulder tip. Stones are almost always the cause of pain in this site or 
in the more usual subcostal region. In the absence of stones, the gall- 
bladder is seldom responsible for pain in the right upper quadrant. 
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By W. H. HARGREAVES, O.B.E., F.R.C.P. 
Professor of Medicine, Royal Faculty of Medicine, Baghdad; Lieut.-Colonel, 
R.A.M.C. 


THIs condition will confront clinicians in Britain for years to come, for 
during the last war, and subsequently, millions of our young people have 
served in countries where ameebiasis is endemic. When the liver is affected 
in the presence of, or following, dysenteric symptoms the diagnosis should 
not be missed. Often, however, there is no history of dysentery and in some 
patients ameebic liver abscess has occurred more than thirty years after their 
return from overseas. Again, the symptoms may be obscure. Timely recog- 
nition and treatment of hepatic ameebiasis usually lead to a rapid resolution, 
whereas among untreated cases the mortality is very high. 


ETIOLOGY AND PATHOLOG) 
Liver abscess and the prodromal stage of hepatitis are the commonest 
metastatic complications of intestinal ameebiasis. Entamaba histolytica has 
a world-wide distribution, but ameebiasis is essentially a disease of the 
tropics and sub-tropics. In Britain, where overt amcebiasis is rare, some 10 
per cent. of the population is infected, and the rate of infection in other 
countries with varied climates is comparable with this figure. ‘Throughout 
the world, most persons infected with E. histolytica are healthy carriers and 
the exact circumstances governing the pathogenicity of the parasite are un- 
certain. The mass of infection, the virulence of the particular strain of 
ameeba, climate, the susceptibility of the human host, and the synergic 
action of bacteria are all possible factors. Clinical cases usually occur 
sporadically, but epidemics have followed gross contamination of water 


supplies, and massive infection resulting from bad sanitation appears to be 
more important than climate in determining the high incidence of the disease 


in the tropics. 

E. histolytica normally inhabits the large bowel, ingesting solid food by 
means of its pseudopodia and absorbing fluid through its surface. Although 
any person harbouring the parasite may have lesions in the bowel, however 
microscopic, it is probable that in many symptomless carriers the intestinal 
wall is not invaded; E. histolytica may live as a commensal in the lumen 
feeding on bacteria and other fecal contents (Hoare, 1950). Invasion may be 
conditioned by some secondary influence, probably concomitant bacteria. 
The ameeba multiplies by binary fission both in the tissues and within the 
bowel, where it encysts. ‘The infection is spread by cysts passed by symptom- 
less carriers or persons suffering from chronic ameebiasis. ‘The cysts are 
relatively hardy, living for weeks if kept cool and moist, whereas vegetative 
amoebae, which are passed when there is active dysentery, are delicate, being 
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short-lived outside the body of the host and destroyed by gastric juice when 
swallowed by man. 

After ingestion, when the cyst reaches the small intestine it develops a 
small pore in its wall through which a quadrinucleate ameeba emerges. This 
divides by a complicated process into eight uninuclear amaebe which pass 
into the large bowel. When the usual state of host-parasite equilibrium 
breaks down or does not exist ulceration occurs, the parasites multiplying 
and passing into the tissues. From intestinal lesions amaebe may be carried 
in the blood stream to the liver where small foci of necrosis occur. Some 5 
per cent. of cases of chronic ameebic dysentery develop clinical evidence of 
liver involvement. Hepatitis is caused by the occurrence of numerous small 
foci, whilst confluence of the lesions results in abscess formation. The 
ameebe, which are strict anaerobes, are present in enormous numbers in the 
abscess wall but are rarely found in the pus, which on culture is usually 
sterile or contains scanty avirulent bacteria. Abscesses occur most com- 
monly in the right lobe of the liver. Single abscesses predominate clinically 
but multiple lesions are often found at necropsy, and occasionally at lapar- 
otomy. The presence of more than one abscess can be demonstrated by 
thorotrast hepatography but, because of the toxicity of thorium, this is not 
in routine use. Spontaneous healing is not unknown; old fibrosed and cal- 
cified lesions have been discovered incidentally at necropsy. Direct extension 
of a liver abscess may result in lesions in the chest or abdomen and remote 
metastatic lesions may occur; brain abscess, though rare, may be associated 
with hepatic ameebiasis. Ameebic abscesses have been produced in rats by 
the direct injection of parasites into the liver, but experiments in which 
cultures were inoculated into the portal vein have not been successful 
(Yoshimura, 1952). 

CLINICAL PICTURE 

There may be evidence of liver involvement during an attack of ameebic 
dysentery but usually it occurs after the bowel symptoms have subsided, 
and the incubation period varies from weeks to years. As already pointed 
out, many patients give no history of dysentery. ‘Typically, when the liver 
is invaded, moderate fever occurs with constitutional symptoms, painful 
enlargement of the liver, and polymorphonuclear leucocytosis. ‘The early 
symptoms, however, may be misleading, varying from vague ill health to 
sudden episodes suggestive of right-sided pneumonia or acute abdomen in 
previously healthy patients. Fulminating cases are sometimes seen in 
endemic areas, usually associated with malnutrition. 

In acute hepatitis and abscess irregular remittent fever occurs, reaching 
103. or 104° F. (39.4° or 40° C.), with profuse sweating and sometimes 
rigors. In chronic cases low-grade fever and occasional night sweats may be 
the only symptoms; again, some patients are afebrile in the presence of 
large abscesses. Loss of weight, cachexia, and a muddy complexion are 
common, but frank jaundice is rarely seen, In the region of the liver there 
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is usually a dull pain and a sensation of heaviness, the pain being aggravated 
by coughing or any jarring movement so that the patient may support his 
liver with his hands when walking and may be unable to lie on his left side. 
The pain is often referred from the right side of the diaphragm to the right 
shoulder; less commonly, when the left lobe is the site of an abscess, there 
may be pain in the left shoulder. 

Abscesses usually form in the upper part of the right lobe and give rise 
to abnormal findings at the base of the right lung: diminished movement 
and vocal fremitus, dullness, weak or absent breath sounds, and pleural 


Fic. 1 (a).—Liver abscess with elevation of diaphragm and basal 
pleurisy, before emetine. 


rub. Heavy percussion in the region of an abscess elicits deep pain. As the 
abscess enlarges the lower intercostal spaces bulge, and tender spots may be 
found. At any stage the abscess may rupture through the diaphragm into 
the lung, when the contents are suddenly coughed up as pink or chocolate- 
coloured pus (anchovy-sauce sputum) often followed by bright-red blood, 
or the process may be more gradual, a chronic basal lesion resulting with 


sero-purulent effusion and clubbing of the fingers. 

Radiological examination is often diagnostic (see fig. 1 to 4). The earliest 
sign is detected on screening the chest, which reveals diminished movement 
of the right side of the diaphragm. Later, this often becomes elevated and 
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fixed and its outline may be blurred as a result of basal pleurisy. The right 
cardiophrenic angle may. be obliterated and an effusion may be present. In 
some cases there is localized bulging of the diaphragm which may be more 
obvious in the lateral view. If a liver abscess has ruptured into the lung a 
cavity may be visible with a fluid level; this may also be demonstrable after 
aspiration, when some air often leaks ia. It is useful and interesting to fill 


the cavity with air after aspiration so that the exact size of the abscess can 
be seen and its resolution observed in serial films. 
Less often, abscesses may form in the left lobe of the liver, in the quadrate 


Fic. 1 (b).—Same case as fig. 1 (a), after treatment with emetine 


lobe, or in the lower part of the right lobe. In these situations they give rise 
to abdominal symptoms and present as palpable and often visible tumours. 
When they form rapidly, such abscesses may cause intense peritoneal irri- 
tation with acute abdominal symptoms and they are usually diagnosed at 
emergency operations. ‘They may rupture into the peritoneum, usually with 
fatal results, or into the stomach or colon, when spontaneous recovery may 
ensue. Chronic abscesses may eventually point in the epigastrium and 
rupture externally. 
DIAGNOSIS 
Too often in the past, liver abscess has gone unrecognized until post- 
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mortem examination has revealed the tragic error. Basal pulmonary lesions 
secondary to liver abscess have at times been misdiagnosed as bronchogenic 
carcinoma and unresolved pneumonia. The occurrence of sero-purulent 
effusion may also lead to confusion. Abscesses presenting abdominally may 
simulate other causes of hepatomegaly such as neoplasm, cirrhosis, or 
hydatid disease. They have been mistaken for tumours of the kidneys 
and spleen, and even confused radiologically with carcinoma of the stomach, 
pressure from an abscess in the left lobe sometimes causing distortion of 


Fic. 2 (a).—Liver abscess with sero-purulent pleural effusion, before 
chloroquine. Antibiotics, including oxytetracycline and aureo- 


mycin, had been given without effect. (By kind permission of 


Prof. M. Fawzi.) 


the stomach. Hepatic ameebiasis is readily differentiated from febrile con- 
ditions with hepatomegaly such as malaria, kala azar, Hodgkin’s disease, 
tuberculosis, brucellosis, or cholecystitis, by clinical, laboratory, and radio- 
logical examinations. In the pre-icteric stage of infective hepatitis there may 
be fever with enlargement and tenderness of the liver but the diagnosis soon 
becomes clear when dark urine appears, followed by jaundice. 

Provided the possibility of ameebiasis is borne in mind, cases of hepatitis 
and abscess should not be missed. Unexplained fever, hepatomegaly with 
pain and tenderness, and right basal signs in a patient who has been overseas 
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should always suggest the diagnosis. A history of previous dysentery, the 
finding of FE. histolytica in the stools, and a polymorphonuclear leucocytosis 
are of help, but these may be lacking. ‘The white cell count is very variable; 
in acute cases it is usually elevated but in cases with large chronic abscesses 
it is often normal. Some workers have expressed faith in the complement- 
fixation test for ameebiasis but most authorities find it unreliable. The 
difficulty lies in the fact that up to the present antigens prepared from 
cultures of FE. histolytica have invariably contained bacterial products. In 


Fic. 2 (b).—Same case as fig. 2 (a), after treatment with chloro- 
quine. (By kind permission of Prof. M. Fawzi.) 


the absence of a dependable serological test the diagnosis in most cases rests 
upon the response to a therapeutic test with either emetine or chloroquine, 


and upon diagnostic aspiration when there are suspicious signs of abscess in 


the right lobe. 
rREATMENT 

Emetine.—The dramatic effect of subcutaneous injections of emetine 
hydrochloride in ameebic hepatitis is well known. Emetine is one of the 
alkaloids obtained from ipecacuanha or Brazil root. Originally a native 
remedy for dysentery in South America, ipecacuanha was introduced into 
Europe in the seventeenth century, being sold to the French Government 
as a secret remedy and used by Helvetius, who treated Louis XIV with it. 
Over forty years ago, Rogers (1912) showed that soluble salts of emetine 
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given hypodermically had a specific action in amabic dysentery and hepa- 
titis. Although many substances are lethal to E. histolytica, no drug has yet 
been found which compares with emetine in this respect: amoeba are 
unable to survive in concentrations of even less than 1 : 5,000,000 of 
emetine hydrochloride. Given parenterally, emetine will cure metastatic 
ameebiasis, but unfortunately there is still no single drug which can be 
depended upon to cure the intestinal infection. The usual dosage consists of 


Fic. 3 (a).—Encysted pyothorax due to ruptured liver abscess, the latter 
being visualized below the diaphragm after aspiration, as shown 
in fig. 3 (b), opposite. This resolved following chloroquine. 


3 
1 grain (65 mg.) of emetine hydrochloride injected subcutaneously daily for 
ten to twelve days. In cases of hepatitis the pyrexia subsides and the hepatic 
pain and tenderness are relieved in a few days, and within a week or twe 
the leucocyte count and sedimentation rate return to normal. In the absence 
of definite physical or radiological signs it is difficult to distinguish clinically 
between abscess and hepatitis, but small abscesses usually resolve completely 
without aspiration. When there is definite abscess formation in the right 
lobe it is usual to aspirate three or four days after starting specific treatment. 
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Emetine may have a toxic effect on the myocardium and it is aavisable to 
keep the patient in bed throughout the treatment. 

Chloroquine.—Since 1948, when Conan found that chloroquine, a com- 
paratively non-toxic compound, was effective in hepatic ameebiasis, this 
drug has been in wide use. Chloroquine is a 4-amino-quinoline compound 
which was developed for the treatment of malaria. It has relatively feeble 
ameebicidal powers and is of no practical value in intestinal amoebiasis but 


it is rapidly absorbed from the intestinal tract and accumulates in the tissues, 
particularly in the liver where ameebicidal concentrations of the drug are 
soon reached. The usual dosage of chloroquine consists of 0.6 g. (base) once 
daily by mouth for two days, followed by 0.3 g. daily for two to four weeks. 
The effect is similar to that of emetine; the symptoms respond rapidly and 
resolution of the lesions can be observed radiologically. Chloroquine is 
superior to emetine as regards toxicity but the patient should be kept under 
medical observation throughout treatment, as occasional side-effects have 
been noted: headache, nausea, pruritus, visual disturbances, excitability 


and insomnia, Chloroquine has proved effective in rare instances of chronic 
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liver abscess which had been found to be resistant to emetine and, since the 
drug is tolerated better by patients, there is a general tendency to choose it 
in preference to emetine. In a comparative trial of the two drugs, however, 
a higher incidence of relapses following chloroquine has been reported by 
Harinasuta (1951), who has suggested the combined use of chloroquine and 
emetine. 

Antibiotics.- -These are only indicated if secondary infection has occurred 


Fic. 4.—Large central abscess of right lobefafter complete aspiration 
(750 ml.) and air replacement. This patient was afebrile with 
a normal white blood-cell count 


in liver abscesses following rupture, the antibiotic to be used depending 
upon the sensitivity of the bacteria present. Jn vitro tests of the ameebicidal 
power of antibiotics tend to be misleading; methods for assessing the 
action of a compound upon the ameeba must take into account its effect 


upon the bacteria which are present in the culture. FE. histolytica being a 


strict anaerobe is able to live in ordinary mixed cultures exposed to air 
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because accompanying bacteria remove the oxygen, and if these bacteria are 
killed the ameeba dies (Dobell, 1947). The ultimate test of the ameebicidal 
power of drugs which act systemically lies in the treatment of uncomplicated 
hepatic ameebiasis. Here the broad-spectrum antibiotics such as aureomycin 
and oxytetracycline are of little avail, their effect in intestinal ameebiasis 
being mainly due to their bacteriostatic action. If E. histolytica is present 
in the stools treatment should be given to eradicate the bowel infection and 
these antibiotics may be used in combination with other drugs (Hargreaves, 
1952). Fumagillin has been found to be a direct ameebicide but it acts 
locally in the bowel and has no effect on metastatic lesions. 

Aspiration.—In the case of abscess of the right lobe the liver is explored 
under local anesthesia through one of the lower intercostal spaces in the 
mid-axillary line or at the point of maximal tenderness, a long needle of 
wide bore being used. The pus is usually creamy in consistency, odourless, 
and varies in colour, being chocolate-brown, pink or yellow, according to 
the amount of blood and degenerated liver tissue present. Amoebe are rarely 
found in the pus. At the end of aspiration it is usual to inject 1 grain (65 mg.) 
of emetine, or 0.15 g. of chloroquine, into the abscess cavity. The course of 
emetine or chloroquine is completed and both this and aspiration must be 
repeated if pus re-accumulates. Occasionally only small beads of pus may 
be withdrawn at varying depths, suggesting multiple foci. Sometimes pus 
is not located and the liver enlargement subsides completely on treatment. 

Abscesses in the left lobe which point in the epigastrium are also some- 
times suitable for aspiration but as a rule laparotomy and drainage are 
necessary for abscesses which present abdominally. 


FOLLOW-UP 

Provided there has been no serious delay in treatment, the immediate 
prognosis is excellent but relapses are liable to occur, sometimes after many 
years. In view of this tendency, it is advisable to repeat the treatment with 
emetine or chloroquine after an interval of three months, and patients 
should be followed up for at least a year. If a relapse is suggested by a return 
of symptoms, clinical or radiological findings, leucocytosis, or a raised sedi- 
mentation rate, a further course of treatment should be given. 
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TUMOURS OF THE PANCREAS 


WITH PARTICULAR REFERENCE 'TO SPONTANEOUS 
HYPOGLYCAMIA 


By KENNETH BLACK, M.D., F.R.C.P. 
Assistant Physician, St. Bartholomew's Hospital 


‘THE main bulk of the pancreas consists of a mass of acini from which the 
pancreatic digestive juice is discharged through a system of ducts into the 
duodenum. Scattered through the substance of the gland are the islets of 
Langerhans, small clusters of cells with a rich blood supply but no ducts, 
whose function is to secrete insulin. ‘Tumours derived from the islets of 
Langerhans are nearly always benign. They are of clinical interest as a 
cause of hyperinsulinism and spontaneous hypoglycemia. By far the most 
common tumour of the acinar tissue is carcinoma of the pancreas. Other 


primary tumours are known to occur, e.g. cystadenoma and sarcoma, but 


they are rare and of small importance compared with carcinoma of the 
pancreas and islet-cell tumour. 


CARCINOMA OF THE PANCREAS 
Carcinoma of the pancreas occurs in men three times more commonly than 
it does in women. Its age incidence is much the same as for cancer in other 
situations, the average age being fifty-five. ‘he growth 1s an adenocarcinoma 
arising from the epithelium of the ducts or, more rarely, from the acini 
themselves. It infiltrates the gland, forming a hard mass which ultimately 
spreads to tissues outside the pancreas. Metastases occur in the liver and 
regional lymph nodes. ‘The symptoms differ according to the situation of 
the growth. Growths starting in the head of the pancreas quickly involve 
the common bile duct with the result that jaundice is an early and prominent 
symptom. If the growth lies in the body or tail, jaundice is absent and the 
diagnosis is much more difficult. 

Carcinoma of the head of the pancreas.-Jaundice is usually the first 
symptom which brings the patient to seek medical advice. It starts in- 
sidiously, without any acute attack of pain and without obvious constitu- 
tional disturbance. The intensity steadily increases and the skin passes 
through deepening shades of yellow to orange and finally, unless the obstruc- 
tion is relieved, to a greenish colour. ‘The colour of the skin may seem to 
vary a little from day to day, perhaps because of variations in the quality of 
the light by which it is examined, but gross fluctuations do not occur except 
in the case of the ampullary growths mentioned on p. 265. ‘Ihe usual features 
of obstructive jaundice are found: pale stools, dark urine containing bile 
pigment and bile salts, itching of the skin and intermittent slowing of the 
pulse. 

September 1954. Vol. 173 (264) 





TUMOURS OF THE PANCREAS 


It is sometimes said that carcinoma of the head of the pancreas produces 
a painless jaundice, but this is only a half-truth. It is true in the sense that 
biliary colic does not occur and, since gall-stones are the only other common 
cause of obstructive jaundice, the absence of a history of biliary colic 
indicates a growth rather than a stone in a patient with obstructive jaundice. 
But constant, dull abdominal pain is a common symptom. It is typically a 
boring or burning pain felt deep in the epigastrium and often radiating 
through to the back. Anorexia may be severe and accompanied by rapid 
wasting and muscular weakness. Nausea and some flatulent dyspepsia are 
fairly common but there is rarely any gross disturbance of digestion attribut- 
able to deficient action of the pancreatic juice in the intestine. 

Examination reveals enlargement of the liver due to biliary obstruction. 
The liver is at first smooth and not abnormally sensitive to pressure but 
later it becomes nodular and tender from metastases. Below it the distended 
gall-bladder may be felt. Although there are exceptions to Courvoisier’s 
law, it is generally true that an enlarged and palpable gall-bladder in a 
case of obstructive jaundice indicates malignant disease rather than obstruc- 
tion of the common duct by a gall-stone. 

The so-called ampullary carcinoma is usually included with carcinoma of 
the head of the pancreas. ‘The carcinoma arises from the termination of the 
common bile duct or pancreatic duct or from the ampulla of Vater. Because 
of their situation, ampullary growths give rise to jaundice early with the 
effect that the diagnosis is usually made early and the prognosis is corre- 
spondingly good. Ulceration into the duodenum leads to occult blood in the 
stools and anzmia from persistent loss of blood. ‘The ulceration and sur- 
rounding «edema may cause some waxing and waning of the intensity of 
the jaundice. 

Carcinoma of the body and tail of the pancreas.—Growths in the body and 
tail do not produce jaundice until the disease is far advanced. ‘The symptoms 


are pain, anorexia, nausea and loss of weight. ‘The pain may be situated in 


the epigastrium, often radiating to the back, or it may start in the back as a 
deep, boring pain in the upper lumbar region. In either situation it is very 
persistent and usually at its worst in bed at night. Change of posture may 
give some relief but food and alkalis are without effect. 


DIAGNOSIS OF CARCINOMA OF THE PANCREAS 
The majority of patients present with jaundice and the diagnosis then turns 
on the cause of the jaundice. Hemolytic jaundice is easily distinguished by 
the absence of bile in the urine, the normal or dark-coloured stools and the 
negative direct van den Bergh reaction. Infective hepatitis is the common 
form of jaundice in youth but it occasionally attacks an elderly patient. It 
differs from obstructive jaundice in its onset with an acute febrile illness and 
gastro-intestinal symptoms which rapidly subside as the jaundice appears. 
The two main causes of obstructive jaundice are gall-stones and malignant 
growths. Jaundice due to a gall-stone is characterized by a sudden onset 
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with intense pain, fluctuation in the intensity of the jaundice and an im- 
palpable gall-bladder. ‘The malignant growths include carcinoma of the 
pancreas (the most common of all), primary carcinoma of the bile ducts and 
secondary deposits from carcinoma of the stomach, bronchus and elsewhere. 

A barium meal may show the presence of carcinoma of the stomach and, 
in experienced hands, positive radiological evidence of pancreatic carcinoma 
can be obtained in about fifty per cent. of cases. A steady increase in the 
level of serum bilirubin over several weeks is strong evidence in favour of 
malignant obstruction. Before laparotomy it is important to exclude the 
possibility of hepatitis because patients with liver-cell damage stand opera- 
tion badly. To this end liver function tests, though sometimes inconclusive, 
are a useful adjunct. A combination of one of the flocculation tests, such as 
the thymol turbidity test with the alkaline phosphatase, is perhaps most 
helpful. If the alkaline phosphatase is above thirty units and the thymol 
turbidity normal or nearly so, obstruction is likely. Conversely, a high 
thymol turbidity without much increase in the alkaline phosphatase favours 
hepatitis. 

Jaundice is absent if the growth is in the body or tail of the pancreas and 
occasionally if it is in the head. In the absence of jaundice the diagnosis is 
apt to be delayed until the growth is inoperable. An elderly patient com- 
plaining of epigastric pain has a barium meal and cholecystogram and the 
matter is left at that until he returns with an abdominal mass. In such cases 
the persistent epigastric pain, radiating to the back and unrelated to meals, 


may suggest the correct diagnosis especially if it is associated with marked 
anorexia and loss of weight. A barium meal may show pressure on the 
stomach from the tumour behind it. 


TREATMENT OF CARCINOMA OF THE PANCREAS 
Once the diagnosis of obstructive jaundice has been established and in- 
fective hepatitis has been excluded, exploratory laparotomy is advisable. 
Preoperative treatment includes: the administration of vitamin K by intra- 
muscular injection, preferably as the water-soluble analogue, until the 
plasma prothrombin level is restored to normal; a diet rich in animal protein 
and carbohydrate and moderately restricted in fat; and blood transfusion to 
correct anemia before operation. For growths in the head of the pancreas, 
if operable, the procedure of choice is excision of the head and neck of the 
pancreas together with the adjacent duodenum. Continuity is restored by 
anastomosing the stomach to the jejunum and by implanting the cut ends of 
the bile duct and pancreatic duct into the jejunum. In cases of severe 
jaundice with poor liver function the operation may be done in two stages. 
The first stage consists of a cholecystenterostomy to relieve biliary obstruc- 
tion and improve the patient’s state for the second stage at which the tumour 
is excised. For inoperable growths a cholecystenterostomy is advisable be- 
cause, although it may not materially prolong the patient's life, it relieves 
the itching and improves the appetite and general sense of well-being. 
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Carcinomas of the body and tail of the pancreas are also suitable for 
radical excision but this is rarely possible because they are usually inoperable 
by the time they come to laparotomy. 


ISLET-CELL TUMOURS 
The most common tumour of the islets of Langerhans is a small, simple 
adenoma. Islet tumours rarely grow large enough to cause symptoms by 
pressure on adjacent structures and their clinical effects are due solely to 


the surplus insulin which they produce. The excessive production of insulin 
(hyperinsulinism) leads to attacks of spontaneous hypoglycemia. 

The syndrome of spontaneous hypoglycemia due to an islet tumour was 
first recognized in the case of a doctor. 

One day he had been kept operating later than usual when be became confused 
and finally collapsed in a semi-conscious state from which he was at once revived 
by swallowing an egg-nog. He was struck by the similarity of this phenomenon to 
an insulin reaction and concluded that it was due to an excess of insulin produced 
within his own body. After further attacks, Dr. W. J. Mayo operated and found a 
tumour of the islets which proved to be malignant. 

The subject attracted much attention in the United States but in Great 
Britain little was heard of functioning islet tumours before the war and the 
number of cases reported in the literature was remarkably small. ‘The great 
increase in the number of cases which have been recognized in recent years 
shows that they are by no means as rare as was formerly supposed. 

The tumour is nearly always an encapsulated adenoma one or two 
centimetres in diameter. It is usually single but sometimes there are two or 
even more. Malignant islet tumours are much rarer: they may grow to a 
considerable size if the patient survives long enough, invading neighbouring 
structures and producing metastases in the liver. 


SYMPTOMS OF ISLET-CELL TUMOURS 
Although the output of insulin from the tumour is continuous, the picture 
is not that of chronic hypoglycemia with a persistently low blood-sugar 
level. Distinct episodes or attacks of hypoglycemia occur, with intervals of 
normality between them. This is because the physiological regulating 
mechanisms are capable of maintaining the blood-sugar level within normal 
limits for the greater part of the time and it is only when these mechanisms 
break down that the blood-sugar falls and hypoglycemic symptoms occur. 
Breakdown is most likely to occur if the supply of glucose is cut off by fasting 
or if glucose is used up by exercise. Thus hypoglycemic attacks generally 
occur at an interval of some hours after meals and after over-exertion. ‘Two 
main types of attack occur. ‘The less serious type is thought to be due to the 
liberation of adrenaline in response to a rapid fall in the blood-sugar level. 
These attacks consist of anxiety, sweating, trembling, a feeling of weakness 
and hunger and often palpitations and precordial discomfort, without im- 
pairment of consciousness. ‘The more serious type of attack is due to im- 
paired function of the central nervous system, Unlike other tissues, the 
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brain cannot use fats for fuel and it depends solely upon glucose for its 
energy requirements. The nervous symptoms vary greatly not only from 
patient to patient but in different attacks in the same individual. Some 
abnormality of the mental state is very common, e.g. confusion, unrespon- 
siveness and a blank gaze, emotional lability or unusual behaviour of some 
kind. Major epileptic attacks may occur, and coma which may be of short 
duration with spontaneous recovery or very prolonged. Transient neuro- 
logical disturbances such as hemiparesis, aphasia and diplopia may develop 
during the attacks. 

The attacks are at first mild. They occur before breakfast or at any time 
of day after over-exertion or a missed meal. They are promptly relieved by a 
meal or carbohydrate in any form, a fact which some patients are quick to 
learn and others very slow. Attacks may occur daily but remissions of 
several months are by no means uncommon. The condition, however, is 
progressive, the general trend being for the attacks to become more severe 
and to occur more frequently. Its advance is often slow and several years 
may elapse before an attack occurs of such severity as to end in coma. 
Symptoms appear at shorter intervals after meals until several attacks are 
occurring in the day and finally carbohydrate must be taken every few hours 
to prevent coma. Occasionally the onset is sudden with a convulsion, coma 
or other more serious manifestation. This can usually be traced to an 
exceptional combination of circumstances, as in the case of a young woman 
whose first symptoms developed after a long geological expedition with little 
food. If the condition is not treated, more permanent changes may occur 
such as mental deterioration and hemiplegia. 


DIAGNOSIS OF ISLET-CELL TUMOUR 
The first step in the diagnosis of an islet-cell adenoma is to establish that 
the patient’s symptoms are due to spontaneous hypoglycemia. The major 
difficulty is that, because of the great diversity of symptoms which occur, 
the hypoglycemic attacks are often not recognized as such. They are apt to 
be mistaken for epilepsy, neurosis, psychosis, cerebral tumour and other 
neurological disorders. It is therefore not surprising that patients with 
islet-cell tumours often find their way to neurological and psychiatric units. 
The correct diagnosis emerges when it is appreciated that the symptoms 
persistently occur on an empty stomach or after exercise and that they are 
relieved by a meal. 

If the patient is seen in an attack, confirmation of the diagnosis may be 
obtained by first collecting blood for estimation of the blood sugar and then 
by giving glucose by mouth or intravenously. If the blood sugar is below 
50 mg. per 100 ml. and prompt recovery follows the administration of 
glucose, the symptoms were probably hypoglycemic. It is well to remember 
that the blood sugar may rise to normal after a hypoglycemic convulsion 
and that intravenous glucose may fail to rouse a patient who has been in 


hypoglycemic coma for many hours. 
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SPONTANEOUS HYPOGLYCAMIA 
When the diagnosis of spontaneous hypoglycemia has been established the 
next step is to determine its cause. Numerous causes of spontaneous hypo- 
glycemia have been described but many are too rare to be of any practical 
importance. Those of clinical significance can be included under the follow- 


ing five headings: 

(1) Tumours of the islets of Langerhans 

(2) Functional hypoglycaemia 

(3) Diseases of the liver 

(4) Endocrine disorders: Addison's disease, hypopituitarism, hypo- 

thyroidism 

(5) Miscellaneous: renal glycosuria, starvation 

The last two in the list are easily excluded on clinical grounds. Addison's 
disease, hypopituitarism and hypothyroidism will be recognized in the 
course of clinical examination with the help, in doubtful cases, of special 
investigations such as an x-ray of the pituitary fossa and estimation of the 
basal metabolic rate. The absence of sugar in a specimen of urine collected 
two hours after a carbohydrate meal eliminates renal glycosuria; and the 
lack of appetite in starvation due to anorexia nervosa is in contrast to the 
enhanced appetites of patients with an islet-cell tumour. 

Diseases of the liver.—The liver plays an important part in the regulation 
of the blood sugar and any disturbance of its glycogenolytic function may 
lead to hypoglycaemia. Severe liver damage, as in acute yellow atrophy, is 
easily recognized by the presence of jaundice and other signs of liver disease. 
Hypoglycemic attacks occasionally result from cholecystitis associated with 
gall-stones. It is therefore advisable to include in the investigation of a 
patient with spontaneous hypoglycemia a radiological examination of the 
biliary tract and tests of liver function 

Functional hypoglycemia is the most common of all the varieties of 
spontaneous hypoglycemia. The fasting blood sugar is normal and hypo- 
glycemia occurs only at an interval of two to six hours after the ingestion of 
carbohydrate. The chief problem of diagnosis is to differentiate functional 
hypoglycemia from organic hyperinsulism due to an islet-cell tumour. The 
distinction is an important one because the treatment of the former is 
medical whereas the latter demands surgery. ‘The crucial test is to fast the 
patient for a period of up to 24 hours. If an attack occurs the blood sugar is 
estimated and then the effect of oral or intravenous glucose is observed. The 
presence of an islet-cell tumour is confirmed if (1) an attack occurs in the 
fasting state, (2) the blood sugar during the attack is below 50 mg. per 
100 ml., and (3) the symptoms are immediately relieved by glucose. These 
are the three criteria for the diagnosis of functioning islet-cell tumours 
(Whipple’s triad). In functional hypoglycemia fasting does not produce an 


attack. 
The glucose tolerance test, continued up to six hours, shows the charac- 
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teristic features of functional hypoglycemia. The fasting blood sugar is 
normal and two to six hours after the administration of glucose the blood 
sugar falls to a hypoglycemic level and thereafter returns to normal. 
Glucose tolerance tests, however, are of little value in the diagnosis of 
islet-cell tumour. 
rREATMEN1 

Functional hypoglycemia responds well to medical treatment with a diet 
low in carbohydrate and rich in protein and fat. The food is redistributed 
into six meals a day instead of the usual three. Ephedrine may be given, } 
grain (30 mg.) twice daily. Such treatment is of little use for islet-cell 
tumours whereas successful surgery offers complete and permanent cure. 
Once the diagnosis has been made the pancreas should be explored without 
delay because of the possibility of malignancy. An intravenous infusion of 
glucose solution is started before, and continued throughout, the operation. 
The tumour may lie anywhere from the head to the tail of the pancreas and, 
if small and embedded in the gland, it may be difficult to find. The tumour 
is enucleated or, if it cannot be found, a subtotal resection of the pancreas 
may be done although this is a poor substitute for finding and excising the 
tumour itself. Medical treatment is no alternative to surgery but it may be 
necessary if operation is refused or if there is a malignant growth with 
metastases. Attempts to destroy the beta-cells with alloxan have not been 
encouraging and severe toxic effects may result. The most promising 
treatment at present available is by injections of adrenocorticotrophin 
(ACTH) which raise the blood sugar and diminish the frequency and 
severity of the hypoglycemic attacks. 


CONCLUSION 
Patients with carcinoma of the pancreas rarely survive longer than six or 
eight months from their first visit to the doctor. Palliative surgery may do 
much to relieve the distress of biliary obstruction but the only real hope of 


prolonging life lies in early diagnosis and radical excision. Unexplained 


upper abdominal pain, backache, anorexia or loss of weight in an elderly 
patient calls for prompt investigation. Jaundice may be accompanied by any 
of these symptoms, including pain. 

Attacks of spontaneous hypoglycemia vary so much in their sympto- 
matology that their true nature is easily missed. The clue to the correct 
diagnosis is that the symptoms occur at an interval of some hours after 
meals and are relieved by carbohydrate. When a patient is found to have 
spontaneous hypoglycemia various causes have to be considered but the 
main problem is to distinguish between islet tumour and functional hypo- 
glycemia. ‘The latter sometimes follows gastric operations. Patients with 
functional hypoglycemia do not develop attacks after a period of starvation 
and thus the criteria of Whipple’s triad are not fulfilled, 





NAPKIN RASH 
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INFANTS are often brought to us because over the napkin area they have a 
skin eruption which has proved resistant to treatment with ordinary bland 
ointments. We suspect that the child has ammoniacal dermatitis because 
that is undoubtedly the commonest form of rash in this region. Sometimes 
the mother says that the urine is ‘strong’ because it smells of ammonia and 


burns the skin. 
TYPES OF RASH 


Jacquet, in 1886, clearly described the various forms this rash may take. 
Being a dermatitis resulting from contact with an irritant in the napkin, the 


Fic. 1.—The napkin rash spares the flexures. 


convex surfaces of the skin are more affected than the flexures which the 
napkin does not touch (fig. 1). There may be: 

(1) A simple erythema, diffuse or irregularly macular. 

(2) A wrinkled papery appearance of the superficial layer of epidermis, 
due to loss of elasticity, and sometimes peeling at the edges or elsewhere 
(fig. 2). 

(3) Raw moist areas in severe cases. 

A curious feature, which does not seem so widely known as it might be, 
is that the lesions are commonly not diffuse but localized: 
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(4) Papules, bluish-red in colour (fig. 3), the tops of which may be eroded. 

(5) Vesicles or flat pustules which rupture and give circular or oval 
shallow ulcers, succeeded by a later stage of scabs. There may be only one 
or two of these lesions (fig. 4). 

Whilst the rash is mainly in the napkin area, any portion of the infant’s 


Fic. 2.—Paper-like appearance of the skin, which is 
peeling at one point. 


skin which comes into prolonged contact with urine may be involved, so 
the rash may affect the back of the calf, the heel or the hands (fig. 5), or 
spread far up on the back of the trunk. 


ETIOLOGY 


Ammoniacal dermatitis is often, but not always, associated with a low 
standard of care and cleanliness in the home. It is more common where 
washing facilities are poor than where they are good. It is rare in breast-fed 
babies, as compared with those fed on cow’s milk. Appreciation of its 
pathogenesis has made rational treatment possible, but it is still too eften 
treated illogically. 

In 1921, Cooke neatly demonstrated that the ammonia which caused the 
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trouble was liberated from urea in the urine by bacteria derived from the 
stools contaminating the area. The micro-organism incriminated by her was 
an zrobic non-motile gram-positive bacillus which she termed the Bacillus 
ammoniagenes, since it did not appear to be one of the well-known fecal 
flora. She found the organism in the faces of every patient with ammoniacal 


The common papular form of ammoniacal rash. 


dermatitis and in about half the normal infants tested. The nomenclature 
has not, however, been accepted by bacteriologists in this country who 
apparently find it difficult to know to what species of bacillus she was re- 
ferring. ‘The matter is probably not of great importance, because many 
common micro-organisms have the property of splitting urea and might 
equally well be found on the skin of that area. ‘They include some strains of 
Staphylococcus albus and aureus, Proteus vulgaris and Sarcina lutea, 

In theory, stools which are alkaline, e.g., of a baby on a high-fat diet, will 
encourage the fermentation of urea to ammonia and this may be the reason 


why ammoniacal dermatitis is rare in breast-fed babies, for their stools are 
generally acid. To treat the dermatitis by changing the diet or giving 
medicines by mouth, however, is an unreliable and often unsuccessful 
method of attack. Furthermore, although it is proper to rinse soap out of 
napkins after they have been washed, it is unjust to blame residues of 
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alkaline soaps or of 
detergents, for ‘sore 
bottoms’ are far more 
commonly due to am- 
moniacal dermatitis than 
to any other cause. 

The liability to am- 
moniacal dermatitis may 
thus be increased by: 

(1) Inadequate cleans- 
ing of the buttocks and 
napkin area after faecal 
contamination (the faces 
are the main source of 
ammonia-producing or- 
ganisms, though some 
are present on the skin). 

(2) Allowing long in- 


Isolated vesicles which have ruptured to form — als bet ween the 
shallow wleers. changing of napkins. 

(3) Wearing imperme- 
able waterproof pants over a wet napkin; these prevent the evaporation of 
water and thus lead to maceration of the skin. (There is no objection to 
wearing such garments on special occasions provided the wetted napkin is 
speedily changed. If the skin is already affected, then the mackintosh pants 
must not be worn.) 


rREATMENT 


A simple explanation to the mother of the pathogenesis is well 


worth while for it gives 
her the reason for what 
she is asked to do. 
The inflamed areas 
will heal quickly if the 
irritant no longer acts 
on the skin. Therefore 
the essential of treat- 
ment is to leave the 
affected area exposed to 
light and air whenever 
possible, and not to 
urine. The napkin is not 
wrapped round the baby Fic. s5.—Involvement of the hands, which have lain 
but placed under him ~ contact with an ammoniacal napkin. 
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while he lies, naked below the waist, either in a warm room or out of doors in 
fine weather. When napkins have to be worn they are changed frequently and 
the skin washed gently with soap and water each time, especially after fecal 
contamination. Further protection of the skin is given by the use of an 
emollient cream or ointment in liberal amounts each time the napkin is 
changed: e.g. petroleum jelly or zinc and castor-oil cream. 

‘These measures alone may be enough to clear up the rash in a few days, 
but sometimes they are insufficient or circumstances prevent their being 
carried out fully. If so, the principle of further treatment is to incorporate in 
the napkins an antiseptic which will stop the fermentation of urea and thus 


prevent production of more ammonia. 








Fic. 6.—One method of impregnating the napkin with boric powder 


Antiseptics.—-Many antiseptics have been used for this purpose. Mercuric 
chloride solution, favoured for many years, has the disadvantage of being a 
dangerous poison to keep in a house with children about, and mercury is a 
reputed factor in the causation of pink disease. Among the newer antiseptics 
deserving consideration are the quaternary alkyl ammonium compounds. 
Cetrimide has produced skin sensitivity on occasions. g-phenoxy-ethyl- 
dimethyl-dodecyl ammonium bromide (‘bradosol’, Ciba) and benzalkonium 
chloride are others. The latter is incorporated in ‘drapolene cream’ (Calmic), 
and is the main constituent of ‘roccal’ (Bayer). ‘Roccal’ is easily available 
and at relatively low cost, and its use for napkin rash has been studied by 
Pfeffer and Smith (1950). 

The napkins are washed, using a good non-ionic synthetic detergent instead of 
soap which reduces the bactericidal power of these alkyl ammonium antiseptics. 
After thoroughly rinsing in water the napkins are given a final rinse in a 1 :5000 
solution of ‘roccal’, made up by adding a teaspoonful of the ordinary 10 per cent. 
‘roccal’ to two quarts of water, and dried in the usual way. 

In our experience, boric acid has been a most effective and harmless agent, 
and it has the advantage of being cheap and readily obtainable. Unfortun- 
ately, instances of its misuse with resultant absorption in sufficient quantity 
to produce boric acid poisoning and death have been brought to light re- 
cently (Ducey and Williams, 1953; MacGillivray and Fraser, 1953). These 
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cases of poisoning have occurred in small infants. Provided the mother is 
reasonably intelligent, any possible danger can be avoided by using boric 
acid only on healthy infants over one month of age whose skin is not actually 
raw; by giving a warning to use only the prescribed amount and to stop 
using it if diarrhoea, vomit- 
ing or further skin eruption 
should occur. The washed 
and rinsed napkin is dipped 
in a saturated solution of 
boric acid (one heaped table- 
spoonful to the pint [o.5 litre] 
of warm water), lightly rung 
out and dried. Alternatively, 
a flat teaspoonful of the finely 
powdered boric acid may be 
rubbed into the wet napkin 
after rinsing and wringing 
and before drying (fig. 6). 
Perhaps the simplest way is 
for the mother to rub a level 
teaspoonful of fine boric acid 
powder into the dried napkin, 
preferably between its layers 
so that the powder cannot 
come in direct contact with 
the baby’s skin, just before 
pinning it on. The risk of 
boric acid poisoning is neg- 
ligible if these precautions are 


Fic. 7.—Meatal ulcer, showing also the scrotum observed. 


affected by arnmoniacal dermatitis. 


Tyrothricin, one of the 
few antibiotics which is not known to cause sensitization when applied 
locally, has been used successfully as a lotion for this condition (Vertue, 
1952). ‘The alcoholic solution of tyrothricin (25 mg. to the ml.) is diluted 
with 24 parts of water, giving a strength of 1 mg. in 1 ml., and painted over 
the skin of the napkin area. 


MEATAL ULCER 
A common complication of ammoniacal dermatitis is involvement of the 
penis. Normally, the foreskin, often (fig. 1) the seat of a similar eruption to 
that over the buttocks, protects the meatus and glans from harm, but in 
circumcised infants the glans penis is affected and a painful meatal ulcera- 
tion (fig. 7) which is slow in healing may occur. ‘Treatment of this complica- 
tion is that of the dermatitis, but in cases with difficulty in micturition it is 
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helpful to keep the orifice patent by passing, a quarter of an inch through the 
meatus, a glass rod dipped in liquid paraffin or petroleum jelly, every hour 
for a few hours. This may be easily done by the infant’s mother and after the 
first twelve hours can be carried out less and less frequently. 


OTHER RASHES IN THIS AREA 
Peri-anal excoriation.—Reddening or excoriation of the peri-anal region 
often follows a period of loose stools in young infants fed on cow’s milk 
(fig. 8). It is almost never seen in breast-fed babies, but often occurs when a 
breast-fed baby is first changed over to the bottle, especially when under 
two months old. Its distribution around the anus is characteristic and, 
unless soiled napkins are left in place for an unusual length of time, it does 


not spread far on to the convex surfaces. Treatment is by protection of the 


area with a bland cream or 
ointment: e.g. zinc oxide 
ointment or zinc and castor- 
oil cream. 

Intertrigo, affecting mainly 
the folds in the napkin area 
(fig. of{a)) varies from a 
simple erythema due to 
moisture and friction to an 
impetiginous eruption. It 
may be associated with inter- 
trigo of the skin behind the 
ears (fig. g(b)) and with a 
seborrheic eruption of scalp 
and eyebrows. 

Congenital syphilis should 
not be forgotten, but it is a 
great rarity nowadays. There 
are nearly always skin lesions 
elsewhere than in the napkin 
area, and other signs such as 
splenomegaly are almost in- 
evitably present. ‘The rash 
itself does not avoid the & 
: Fic. 8.—Peri-anal excoriation from loose stools in 
flexures as does ammoniacal ox tiled tuk an eta ak 
dermatitis. A negative 
Wassermann reaction in the mother during pregnancy almost certainly 
excludes congenital syphilis. 

Fungus infections.—Infection of the napkin region by monilia is un- 
common. Thrush is generally present in the mouth, and the lesions on the 
skin are either intertriginous or more widely spread papules and vesicles 
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with areas of scaling. Diagnosis is readily confirmed by microscopic 
examination of scrapings. 


CONCLUSION 
The most common rash in the napkin area of infants is a contact dermatitis 


(a) (b) 
Fic. 9.—(a) Intertrigo in the napkin region (b) associated with seborrheic dermatitis around 
the ears. 


due to ammonia produced by urea-splitting micro-organisms. It affects the 
convex surfaces and varies from a simple erythema to a papulo-vesicular 


eruption. 

The treatment is to avoid prolonged contact of the wet napkin with the 
skin, to use a protective ointment, and in resistant cases to impregnate the 
napkin with a suitable antiseptic after washing. 


We are grateful to the members of the Illustration Department, Guy's Hospital, 
for the pictures and photographs. 


References 
Cooke, Jean V. (1921): Amer. }. Dis. Child., 22, 481. 
Ducey, J., and Williams, D. B. (1953): ¥. Pediat., 43, 644. 
Jacquet, M. L. (1886): Rev. mens. Mal. Enf., 4, 208. 
MacGillivray, P. C., and Fraser, M. S. (1953): Arch. Dis. Childh., 28, 484. 
Pfeffer, W., and Smith, C. A. (1950): ¥. Pediat., 37, 351. 
Vertue, H. St. H. (1952): Guy’s Hosp. Gaz., 66, 206. 





APPROACH TO THE RECOGNITION 
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Consulting Psychiatrist, Broadmoor Institution; Associate Chief Asststant, 
St. Bartholomew's Hospital 


‘THe psychiatrist’s main special experience must come from hospital, clinic 
and general consultative work. Any attempt therefore on his part to discuss 
the topic mentioned in the title requires a recasting of perspective, so as to 
perceive the clinical problem which usually confronts the general prac- 
titioner: i.e., a patient complaining of something, be it a pain or the disordered 
action of heart, lungs or some other part of the body. ‘The accompanying 
chart (fig. 1) shows the approximate age-incidence of several common 
psychiatric conditions. 

Psychiatric illness shows itself in the disturbance of one or more of the 
following: (a) mental processes; (b) mood and affect; (c) vegetative function; 
(d) personal habits; (e) behaviour; or in symptom production, 


MANIFESTATIONS OF PSYCHIATRIC ILLNESS 
Vental processes.—When these are disturbed, evidence will be found of im- 
pairment of concentration, decisiveness, judgment, initiative, recall and the 
grasp of ideas. Memory may be patchy, the pattern of memory loss varying 


quite typically with different forms of psychiatric illness. The patient may 


complain of, or admit to, preoccupation, repetitious thinking, clouding of 
the mind, and, in some instances, either painful, slow thinking or undue 
mental activity. 

Mood and affect.— There is either a discrepancy between the mood and the 
situation or the mental content, or a persisting bias of mood such as flatten- 
ing or absence of affect or undue cheerfulness or depression. ‘The quiet, 
half-wan, half-abstracted smile, /a belle indifférence, of the conversion 
hysteric is much less common now than it was a generation ago but transient 
manifestations of such a nature during the discussion of symptoms are far 
from uncommon. Similarly, apathy, excitement, irritability, anxiety, agres- 
siveness, guiltiness, despair, suspicion and even goodwill may be noticed to 
be out of place and inapt when viewed in relation to the symptoms or the 
particular part of the history concerned. 

Vegetative functions—Any complaint or admission of sleep disturbance is 
worth three or four questions, for, typically, depression is associated with 
early waking, anxiety with delay in falling asleep, and hallucinatory ex- 
periences during sleep may occur in schizophrenia. ‘This is not the place to 
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enter into a discussion of dreams, but a marked alteration in the dream 
pattern of a patient, i.e., a sudden increase or decrease in dream activity or 
change in quality—e.g., from relatively nonsensical dreams dealing with 
minor affairs of the preceding day to acutely distressing, perhaps muddled 
and unremembered dreams—is highly suggestive of psychiatric disturbance. 
The appetite is often impaired in the neuroses but it may be markedly in- 
creased with or without an increase in weight. In the psychoses marked 
alterations of appetite occur: from the perversion of appetite in some forms 
of schizophrenia to the complete refusal of food under the influence of 
delusions. Alimentary function may be disturbed: e.g. dyspepsia, spasm, 
intestinal hurry. Obviously, symptoms of this type, particularly when as- 
sociated with pain, ‘emand that attention be given to the possibility of local 
abdominal lesions, whether or not psychiatric factors are present. The 
bowels are signals of autonomic tension as well as of pure emotional stress. 
Under the lash of anxiety one patient develops diarrhaa, and another be- 
comes obstinately constipated; some have the worst of both worlds and 
alternate between the one and the other. Here again it is more important to 
ascertain the presence of a change of bowel behaviour, even though this 
change may be a familiar and recurrent one in the patient’s experience. 
Indeed, it might perhaps be arguable that if the change of bowel function is 
not a familiar and recurrent one then the likelihood of its being emotionally 
or psychiatrically determined is reduced. 

Personal habits (tobacco and alcohol).—Most people establish a character- 
istic mode of consumption or avoidance and it is often an advantage to 
elicit the actual consumption, and note whether it is excessive for the age, 
background and occupation of the individual. There is circumstantial 
evidence with regard to tobacco (somewhat stronger in relation to alcohol) 
that a marked increase of consumption betokens either personal maladjust- 
ment or emotional stress. 

Behaviour.—Mild disturbance of behaviour accompanies many illnesses 
other than psychiatric and neurological syndromes, particularly the infective 
and toxic states, but in these is not necessarily of clinical moment. Minor 
behaviour disorder, often foreshadowing psychiatric illness, becomes mani- 
fest as an inability to cope with the routine daily social happening—the loss 
of tact and general ability for good human relations. It shows up readily in 
domestic, social and professional spheres; often as a loss of effectualness, 
with the result that the patient begins to feel harassed and burdened. Minor 
errors and, later, more significant mistakes begin to make their appearance. 
Libidinal drive may alter and this, too, is to be viewed as a disturbance of 
behaviour; it may be increased, decreased or become erratic (without de- 


viating so far as to invite adverse social notice). Deflection of the drive may 
also occur and stop short of perversion when there has been no history of 
this type of disturbance in the past, but many a patient is more than a little 
disturbed by realizing that he has become uncharacteristically aware of the 
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sexual attractiveness of members of the opposite sex, other than his spouse. 
Typically, depression is associated with a diminution of sexual interest and 
hypomania with the converse. But paradoxical reactions not infrequently 
occur and another, perhaps less well-known, symptom sometimes accom- 
panying depression is the already mentioned disturbing spread of sexual 
awareness which is quite often coupled with a diminution of interest in the 
spouse. ‘The anxiety state is, of course, well known to be associated with 
erratic and often precipitate sexual activity and typically the range of sexual 
interest is, if anything, narrowed down. The reappearance of a tendency to 
masturbate is found in schizophrenia, in immature individuals meeting 
difficulties in life and in anxiety states. Occasionally, too, a return to 
masturbating in the setting of an anxiety state foreshadows the resurgence of 
homosexual reactions from which the patient had for some time successfully 
emancipated himself so far as overt behaviour was concerned. 


SYMPTOMS OF PSYCHIATRIC ILLNESS 
From a diagnostic point of view this group of factors susceptible to dis 
turbance in psychiatric illness is as important as, or more important than, 
symptoms. ‘The variability of symptoms readily leads to exasperation in the 


general practitioner, for from experience he knows of the diagnostic and 


therapeutic quicksands to which ‘psychiatric’ symptoms lead. Symptoms 
may best be regarded as falling under three headings: 

Ideas.— These are either irrational or emotionally over-invested. Included 
in this group are: anxious preoccupations, e.g. with fear if alone, whether in 
or out of the house, by night or by day; phobias, often relating to specific 
incidents or objects; depressive themes—for instance that the patient has 
failed in one way or another in his role as parent, or that he is unworthy of 
his position; delusions—inexhaustible in their range. 

Loss of function of various parts of the body.— This includes hysterical con- 
version symptoms such as the functionless limb with which at times pain is 
associated, and headache and cephalic paresthesia which are often associated 
with the non-recollection of some distressing facts or ideas. 

Visceral symptoms.—Under this heading may be grouped the plethora of 
complaints involving the bowel and the cardio-respiratory system. Ob- 
viously, autonomic disturbance is likely to be involved in this group and also 
in sweating, which is so common in the nervous patient. Trembling of the 
limbs may, for convenience, be grouped here, though not visceral in nature. 

In the assessment of these factors, the ease of the task varies to a great 
extent with the physician’s goodwill, directness, and courtesy. The con- 
temptuous or revolted physician will not find a cooperative patient, 
whether the disease be chancroid, diarrhcea, osteomyelitis, marital dis- 
harmony, neurosis or lunacy. In almost all cases of psychiatric illness 
there is a portion of the personality still intact, and to this one may 
address oneself with profit, 
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rHE PERSONAL PAST HISTORY 

The history reveals reactions in whole or part determined emotionally: e.g. 
somnambulism, enuresis, temper tantrums, undue dependence and/or 
anxiety, feeding difficulties; impaired school adjustment, difficulty in mak- 
ing friends and enemies, undue aggressiveness, or timidity. Quite obviously, 
events such as these in the past history of a patient do not necessarily deter- 
mine the diagnosis of the present illness. On close examination everyone 
could detect occasional neurotic reactions in his past, and similarly everyone 
can recognize emotionally determined behaviour in his own current ex- 
perience. Such considerations warn against the unduly facile acceptance of 
past evidence of transient emotional disturbance as indicative of neurotic 
or psychiatric ill health of a continuing nature. But in cases exhibiting a past 
history of the sort already mentioned it is not uncommon to find neurosis, 
schizophrenia, or the inadequate and/or psychosexually retarded individuals 
who find life hard. 

Such histories may also be found in people who, not suffering from 
neurosis, need special conditions which they quite often successfully arrange, 
and thus continue to discharge their commitments, not without physical 
illness from time to time. Such special conditions may be as unexceptional 
as undue dependence upon the family and home for a framework of living, 
social commitments being met tentatively. ‘The gross and uninviting antics 
of the child-wife late in her thirties may also be expressions of a need for 
special conditions. 

The past personal history which has no marked taint of emotionally 
determined behaviour is not uncommonly found in the organic dementias, 
the involutional psychoses, the post-partum and pregnancy psychoses, the 
postoperative disorders and the late-developing forms of schizophrenia. 
According to Kretschmer, if a child passes through puberty with no clinical 
evidence of serious emotional stress, psychosis may not be expected through- 
out the rest of the life. I take it that he disregards the organic psychoses of 
later years. In complementary fashion, | would put it that, given a clear 
psychiatric history from puberty, so far as significant neurotic illness is con- 
cerned, then the first bout of neurosis does not occur at the age of forty or 
later; instead there is either a psychosis (most commonly depression) or a 
somatically determined disorder of the central nervous system reflected at 
the level of the autonomic nervous system and qualified by the tempera- 
mental make-up of the individual. In other words, neurosis makes its 


appearance, characteristically, in adolescence and the early thirties. Ap- 
parently, after the climacteric period, what were neurotic reactions become 
effete quirks, or enfossilized character-traits which, tiresome as they are, no 
longer have the same vividity even though the possessor continues to be 
limited by them. Before puberty one does not encounter the syndromes of 
the neuroses as known in the adult. One finds emotionally disturbed children 


exhibiting acute anxieties or phobias, undue dependence, aggressiveness, or 
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timidity and fearfulness, but these are not coherently integrated into a 
neurotic picture. Obsessive-compulsive neurosis is the exception; it may 
quite clearly come into being well before puberty and, particularly in the 
less severe form, may persist past the climacteric. 

Psychosis, however, is another story. Apart from the gross organic con- 
ditions such as porencephaly, microcephaly, hydrocephaly, cretinism, and 
mental defect, there are the severe demyelinating diseases which have 
psychotic behaviour as ancillary manifestations. Encephalitis lethargica is 
now well recognized as often producing severe brain damage and behaviour 
disorder which, whilst not of the type of psychosis in the adult, may neces- 
sitate institutional care, usually under the Mental Defectives Act. What may 
perhaps be less well recognized is the late effects of encephalitis accompany 
ing other diseases, e.g. vaccinia, measles, pertussis and rheumatism. Some 
children change completely after these illnesses and occasionally their re- 
duced robustness is a permanent feature; psychiatrically as well as physically 
they remain lacking in vigour. Consequently they develop an inadequate 
approach to life and are candidates for psychiatric illness of one sort or 
another. 

Schizophrenia and depression.—These two great families of psychosis may 
appear in modified form before puberty; depressions usually go unrecog- 
nized, and rarely terminate fatally, before puberty. Schizophrenia may de- 
clare itself from ten to twelve years of age onwards, and earlier cases are 
recorded. Essentially the child withdraws from reality, and ordinary adjust- 
ment patterns give way to aggressiveness, soiling and babyishness in a 
setting of apathy or uncontrollable activity. Hallucinations and delusions 
may occur. 

The family history is never crucial in the diagnosis of psychiatric disease, 
although it can often bias one, and in the right direction. ‘Neuropathic 
heredity’ is commonly regarded as of importance in the origin of psychiatric 
illness. Such heredity, i.e., the presence of neurosis, psychopathy, alcoholism 
or psychosis in the antecedents and/or siblings, may well have genetic 
significance although clinical diagnosis can rarely be made on such grounds. 
Germane, however, to the well-being of the ehild in his early years are the 
atmosphere and background in which he is reared, and in this sense the 
impact of emotionally disturbed or psychiatrically ill parents or siblings may 
have marked consequences. If the family doctor looking for evidence of 
psychiatric factors says to himself ‘what sort of a person has Mr. So and So 
been, and what sort of home life has he had?’, in a great number of cases 
the probable relevance of emotionally or culturally determined factors will 
readily be made clear. 


HISTORY OF THE PRESENT CONDITION 
In children, increasingly difficult, destructive, aggressive, and demanding 
behaviour, merging possibly into a withdrawn state, is often a feature of 
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emotional disturbance as is the appearance of anxiety, rituals, or loss of 
independence. When such activity follows the occurrence of an emotional 


crisis such as the seriously prolonged absence of the mother, or the arrival 
of a new and much-cared-for baby, one may properly suspect a psychiatric 
illness. Nevertheless, such syndromes may herald a slowly developing in- 
fection, e.g. abdominal tuberculosis. 

In the case of an adult, the more frequent problem so far as general prac- 
tice is concerned, the criteria for the presence of psychiatric factors may be 
regarded as follows: 

(a) ‘Temporal correlation between emotionally significant factors and the 
march of the condition (this applies particularly to the neuroses and to the 
‘reactive’ depressions). 

(b) Temporal correlation between neuro-humoral crises and toxi-infective 
states on the one hand, and irruption or exacerbation of the condition on the 
other. (Puberty, pregnancy, the climacteric and head injury are common 
examples of neuro-humoral crises, and influenza, pneumonia and intestinal 
obstruction serve to illustrate the toxi-infective states.) ‘These correlations 
are often found in the gepressions and the early stages of schizophrenia. 

(c) The march of the condition itself. 

Schizophrenia of insidious onset may show for a time as a non-specific 
picture of uneven or impaired performance, impairment of personal relation- 
ships, transient mood disturbance, preoccupation, and alteration of interests, 
usually towards the abstruse and theoretical. Most characteristic of all, 
however, is the sense of unreality—variously expressed as: feeling in a 
dream ; a veil falling between the subject and the outside world; feeling the 
world or the self to be unreal. Often at the stage of mild but possibly wide- 
spread impairment of mental well-being, the patient presents with vague 
and perhaps variable physical symptoms, which are not usually bizarre. 
Commonly, the symptoms relate to the head and trunk, including the 
viscera, and are composed of discomforts, paresthesia, pains, and convic- 
tions of malfunction. Investigation may be necessary to exclude physical 
disease. ‘he possible recurrence of past physical disease may be a focus of 
preoccupation. The treatment of actual physical disease may be without 
effect on the general picture. ‘The presence of a non-specific group of somatic 
complaints, accompanying elicitable signals of impairment of mental func- 
tion, slowly developing over weeks or months, is suggestive of mental 
illness, often of a serious nature. 

Depression may often present with somatic complaints ; headache is usually 
linked in this syndrome to dyspepsia and insomnia. The typical depressive 
syndrome comprises mood change, impairment of mental and physical 
energy, of clarity and precision of mental functions, and self-reproach and 
self-devaluation. Impairment of sleep, appetite, bowel function and libido 
are commonly associated. When physical complaints are coincidental with 
such a syndrome then, apart from post-infective states or neuro-humoral 
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crises and dyspepsia due to ulceration, it is my experience (but this may not 
hold in the wider field of general practice) that the depressive syndrome is 
commonly the more important factor to be treated. 

Depressions may be ‘reactive’ or ‘endogenous’—all this really seems to 
mean is that the depressive syndrome may be mainly triggered off by a 
psychic or physical event in the case of the reactive depression. Commonly, 
an established reactive depression, in contrast to a mood swing, does not clear 
up when the emotional insult is removed; the difference is in intensity, extent 
and autonomy. Depressions may be precipitated or aggravated by pregnancy, 
bereavements, emotional upsets, financial and material disasters, neuro- 
humoral crises and illness. In other words, as well as tending to worsen of 
their own accord (if they do not clear up as the majority do!) they may be 
worsened by significant stress. 

The neuroses.—Here the symptoms may be somatic in the first presenta- 
tion, and may be conveniently regarded as Joss of function, e.g. hysterical 
loss of speech or limb function, the loss of thought in the neurotic headache 
(the pain representing the painful ideas the patient avoids). Other somatic 
symptoms may be regarded as overactivity of the autonomic system: 
palpitation, tachycardia, shortness of breath, sweating, tremor, diarrhcea, 
frequency of micturition by day. The ‘phobias’ may be regarded as dread of 
an idea, or object, on account of its affinity to an impulse—even though this 
latter may not be directly experienced in awareness. Indeed, when impulses, 
which in naked form would evoke a marked recoil in an ordinary person, are 
accepted in awareness, one may suspect schizophrenia: e.g., the hatred and 
homicidal urges of a child to parent or of parent to child. Regarded as dread 
of the symbol of the repressed impulse, phobias may be brought into line 
with the first group as loss of freedom to know the impulse life, and with the 
second group as overactivity, outside awareness, of the impulse life. In 
addition to the somatic symptoms mentioned there are all the other aches and 
pains of the neurotic plaint repertoire, as every general practitioner knows 
and which no psychiatrist would wish to minimize. 

Some features differentiating psychogenic from organic pain include: the 
description of psychogenic pain with inapt (excessive, incongruous or in- 
adequate) effect—his suffering rather than his pain being what the patient 
wishes to convey; poor localization with diffuse radiation and unclear pre- 
cipitating causes, which on consideration are often found to be examples of 
emotionally tinged stress such as ‘overwork’ or ‘strain’, although a frank 
avowal of ‘worry’ is uncommon; relieving factors are rarely withheld and 
may be described in detail even if this be imprecise. 


DIFFERENTIAL DIAGNOSIS 
How does one sort these psychiatric syndromes which present with somatic 
symptoms, from the somatic disorders one continually meets? The answer 
is, as always in clinical medicine, on the clinical evidence. The well-known 
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somatic diseases and the behaviour disorders may be put aside, so also may 
the gross, overt neuroses, for these will cause no difficulty provided diagnosis 
is not mixed with moralistics. The problem comes to the fore when the 
clinical picture is not clear-cut. If somatic symptoms and physical signs do 
not conform to a recognizable syndrome (and in general practice one must 
start in these cases from the somatic angle), then the psychiatric aspects of 
the case should be reviewed. Such a direct review should replace the 
diagnosis of psychiatric disorder by virtue of ‘exclusion’ of physical ill health. 
Such a review can well be carried out in a conversational manner, but a 
perfunctory inquiry ‘is anything worrying you?’ may often fail to induce a 
patient to inflict his anxieties on his overworked doctor. Remembering that 
the general practitioner will have some acquaintance with the past personal 
history and in many cases the family history, the psychiatric examination 
can be carried out in fifteen to twenty minutes and will in a great number of 
cases, if not the majority, give a fair idea of whether further investigation 
along similar lines is indicated. Fifteen to twenty minutes is a long time in a 
busy practice but, given the fact that the patient is ill enough to warrant 
further action, the taking of the psychiatric history may well prove time 
saving and also dispel that sense of frustration, confusion and exasperation 
which all too readily accumulates around the refractory case. ‘The lack of a 
reasonable diagnosis made on reasonable grounds is almost like a skeleton in 
the clinical cupboard. This approach to the diagnosis of the less obvious 
psychiatric illness will also serve to leave the general practitioner orientated 
within his own territory and so save him from the sense of muddle and con- 
fusion about the mode of making a psychiatric diagnosis, which seems often 
enough to be the outcome of attempts to blend the reading of psychological 
and psychiatric source-material with the general practice of medicine. 

Were the matter to be left here it would be over-simplified. Over- 
simplification in the present state of psychological medicine is as bad as over- 
elaboration, or over-statement of claims and potentialities. 

In the ‘psychosomatic’ conditions—peptic ulcer, various skin rashes, 
colitis, asthma and so on—the case should be evaluated on its apparent merits 
and then not much is likely to go wrong. There is little use in attempting a 
psychiatric examination in a person vomiting blood; time would be better 
spent in introducing him to the effects of an apposite dose of morphine. 
Later, a routine review of the case along the lines suggested should reveal 
what initial grounds there may be for considering psychiatric factors of 
significance. 

In considering the mental concomitants of the neuro-humoral crises, (e.g. 
head injury, pregnancy) and the toxi-infective states, it is often desirable to 
come to an opinion as to whether or not the psychiatric syndrome is essenti- 
ally an epiphenomenon, an autonomous syndrome precipitated by the trau- 
matic event, or the fundamental illness which has become overt, the physical 
condition operating, as it were, as an ‘excuse’ for the declaration of the 
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emotional condition. ‘The importance of such differentiations in matters con- 
cerning head injury compensation immediately comes to mind, but is less 
important from the general practice point of view than the clinical prognosis 
for well-being and economic self-sufficiency. Similarly, the prognosis in 
cases of emotional disturbance in pregnancy and the puerperium is of much 
importance. Much help may be obtained from the personal past history for, 
if this is a good one, and if the current clinical picture does not indicate gross 
neurosis or frank psychosis, then the psychiatric aspect is more likely to be 
incidental, and the prognosis correspondingly improved. These considera- 
tions apply particularly to those psychiatric syndromes which so often 
accompany the male and female climacteric and are so often, apparently, 
looked upon as neurosis or hysteria when, in many instances, the condition 
is. essentially one of imbalance of the autonomic nervous system and a 
temperamentally determined reaction to this disturbance. In cases such as 
this, and they would appear to be frequent in general practice, it would 
perhaps be wiser to refrain from attaching diagnostic psychiatric labels, for 
these carry with them implications which may well adversely determine the 
doctor’s therapeutic approach. ‘Hysteria’ in a man or woman in the late 
forties or early fifties is a therapeutically uninviting diagnosis in general or 
psychiatric practice. ‘Autonomic disturbance’ at the same age, however, is 
less forbidding, and therapy of the conventional type, with mild sedatives, 
sensible guidance and, if indicated, endocrine replacement, offers hope of 
improvement. More than this, generally speaking, such patients have little 
to gain from psychiatric consultation. In the case of organic psychosis or the 
declaration of a basic neurosis the situation is different. The psychosis will 
need special management, possibly in a psychiatric hospital. The neurosis 
will be recognized to stretch back over a prolonged period even though it 
had not before been drawn to the doctor’s attention. In such a case, psychi- 
atric consultation would appear to be indicated. It is as well to remember 
that in many cases neurosis undergoes repeated partial remission, and the 
greater the physical stress acting as the precipitating factor, the greater the 
hope of a spontaneous remission, provided the physical stress has not re- 
sulted in significant permanent damage to the nervous system or some other 
important system of the body. 


CONCLUSION 

In this article the psychiatrist has attempted, lacking full experience of 
general practice, to tell the general practitioner how to do his everyday 
work. For this presumption the psychiatrist needs must apologise and this 
apology is here offered. If, however, as a consequence of this article, some 
general practitioners are stimulated to consider the making of a psychiatric 
diagnosis as more a medical than an esoteric procedure the presumption will 
have become excusable. 





CLINICAL DIFFERENTIATION OF 
ABNORMAL CARDIAC RHYTHMS 


By RUSTOM JAL VAKIL, M.D., M.R.C.P., F.R.F.P.S.G., F.C.P.S., F.A.Sc. 
Honorary Physician, King Edward Memorial Hospital, Bombay, 
Vice-President, The Cardiological Society of India 


ABNORMAL cardiac rhythms are of great clinical interest and importance, for 
several reasons: (a) their incidence is high in practice; (b) they are a source 
of considerable anxiety both to the patient and the physician; (c) they often 
shed light on the correct diagnosis of the case; (d) they may prepare us for 
untoward events in the near future; (e) they may affect the ultimate outlook 
of the case, and (f) their prompt treatment may serve to avert or forestall 
impending myocardial insufficiency. It is therefore unfortunate that so 
many general practitioners regard their differentiation and recognition as a 
highly complex problem to be left to the better judgment of the specialist. 
The majority of abnormal cardiac rhythms are clinically recognizable, even 
without recourse to instrumental aid, provided some systematic method of 
instruction is followed, such as the one which I| propose to outline in this 
article. For the purposes of clinical investigation of any abnormality of 
cardiac rhythm, it is necessary to resort to the twin methods of clinical 
interrogation (or history taking) and a thorough physical examination of the 
patient. 
INTERROGATION OF THE PATIENT 


This may be undertaken in two stages: (1) General interrogation of the 


patient, with particular emphasis on features which might have a direct or 
indirect bearing on the subject of abnormal cardiac rhythms, e.g. age, sex, 
past history and predisposing factors. (2) Specific interrogation of the 
patient, with a view to defining the various clinical characteristics of the 
arrhythmia itself, e.g. precipitating factors, mode of onset and mode of 
termination. 
GENERAL INTERROGATION 

Age.—Whilst certain abnormal rhythms, like paroxysmal ventricular tachy- 
cardia, auricular flutter and ventricular extrasystoles, show a predilection for 
elderly subjects, others, like sinus arrhythmia, paroxysmal supraventricular 
tachycardia and auricular extrasystoles, often occur in the young. 

Sex.—Auriculo-ventricular dissociation and paroxysmal ventricular tachy- 
cardia in men; auricular fibrillation in women. 

Past history.—A history of gall-bladder disease, chronic gastric disease or 
renal calculus suggests the possibility of extrasystoles. A history of coronary 
thrombosis or angina pectoris, in the remote or near past, suggests the pos- 
sibilities of ventricular extrasystoles or ventricular tachycardia or heart 
block. A history of hyperthyroidism, valvular heart disease or rheumatic 
fever suggests the possibility of auricular fibrillation. 
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Drugs and other habits.—The continuous or indiscreet administration of 
digitalis may provoke sinus bradycardia, sinus arrhythmia, heart block, or 
extrasystoles with or without coupling. Excessive or long-standing ad- 
ministration of ephedrine or adrenaline for asthma, and of thyroid extract 
for obesity, may provoke sinus tachycardia or extrasystoles. Tea, coffee 
and tobacco, in excess, are often responsible for so-called intractable 
arrhythmias. 

SPECIFIC INTERROGATION 
Precipitating factors.—-Whilst extrasystolic beats and paroxysms of auricular 
tachycardia often follow emotional excitement or gastric disturbances, sinus 
bradycardia or tachycardia is common after infections such as influenza, 
diphtheria and typhoid, and ventricular extrasystoles or tachycardia after 
attacks of coronary occlusion. 

Onset.—The onset of an attack is sudden or instantaneous in the case of 
paroxysmal tachycardia, and gradual or slow in the case of sinus tachycardia. 

Duration of attack.—The persistence, for weeks or months, of a rapid 
regular heart rate, suggests the possibility of auricular flutter. Short and re- 
current attacks are suggestive of paroxysmal supraventricular tachycardia. 

Associated symptoms.—The arrhythmia may either be asymptomatic or 
reveal one or more symptoms, Convulsive manifestations, of the nature of 
Stokes-Adams attacks, are suggestive of auriculo-ventricular heart block. 
Palpitation is common with extrasystoles, paroxysmal tachycardias and 
auricular fibrillation. Polyuria, during or after an attack, suggests the 
diagnosis of paroxysmal tachycardia. Excessive sighing, exhaustion, yawning 
and other nervous manifestations are common during the sinus tachycardia 
of neurocirculatory asthenia. 

Termination of attack.—In abnormal rhythm of sinus origin, the termina- 
tion of an attack is gradual; in paroxysmal tachycardia, on the other hand, 
the termination is always sudden or instantaneous. If it is possible to ter- 
minate an attack by resort to vagal stimulation, then the diagnosis of 
paroxysmal tachycardia should be seriously entertained. 


CLINICAL STUDY OF THE PULSATORY PHENOMENA 
By normal sinus rhythm is meant a regular rhythm of 60 to 100 per minute, 
that is initiated at the sino-auricular node. Any deviation from this normal 
is usually referred to as a cardiac arrhythmia, irrespective of whether the 
rhythm is irregular or regular. The practice of labelling perfectly regular 
rhythms, such as those of complete heart block, paroxysmal tachycardia and 
auricular flutter, as cardiac arrhythmias, appears unscientific; hence arises 
the necessity for more suitable designations, such as abnormal cardiac 
rhythms, abnormal cardiac mechanisms or disorders of the heart beat 
(Vakil, R. J., and Golwalla, A., Indian Heart F., 1952, 4, 72). 
In the majority of cases of cardiac arrhythmia it is possible to determine 
the nature of the defect, by a study of the following features :—- 
Heart rate.—I\n view of the fact that ventricular contractions are, at times, 
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too feeble to be transmitted to the radial pulse, e.g., in cases of auricular 
fibrillation and extrasystoles, it is advisable to determine the heart rate, not 
at the radial artery, but over the heart, preferably by auscultation at the 
apex. Heart rates of 160 and over a minute, suggest paroxysmal tachycardia; 
in sinus tachycardia and auricular flutter, the cardiac rate is nearly always 
below 160 a minute. Rates of 40 or less a minute are suggestive of heart 
block, usually complete heart block. 

Pulse deficit.—An apex rate that is higher than the peripheral or radial 
pulse rate, by ten beats or more, is valuable objective evidence of auricular 
fibrillation; a pulse deficit may also arise in the case of ventricular extra- 
systoles, when the premature beats are too feeble to be conveyed to the pulse. 

Venous pulsations.—Neck-vein pulsations are of great value in the clinical 
diagnosis of abnormal cardiac rhythms, particularly when studied in con- 
junction with the arterial pulse. For instance, in sinus tachycardia, normal 
a, c, and v waves are seen, together with a characteristic systolic collapse of 
the jugular vein, synchronous with each heart beat. On the other hand, in 
nodal rhythm, there is a large systolic pulsation or wave of the vein, with 
each beat. In auricular fibrillation, even with a slow rate, the ‘ventricular 
form’ of jugular pulse indicates the diagnosis. In auricular flutter there are 
characteristic rapid, regular and shallow waves visible during the disastolic 
pauses. In first degree heart block, there is a characteristic pause or delay 
between the auricular and ventricular components of the jugular pulsations; 
in incomplete heart block, extra ‘a’ waves are visible in between the systolic 


collapse of the neck veins; in complete heart block, besides this phenomenon 
of extra ‘a’ waves, there are peculiar, large, infrequent and diagnostic venous 
pulsations, familiarly known as ‘cannon waves’. In paroxysmal auricular 
tachycardia, systolic pulsations are observed, instead of the customary 
systolic venous collapse of sinus tachycardia. In the differential diagnosis of 
multiple or frequent extrasystoles from auricular fibrillation, the demonstra- 
tion of a systolic collapse of the vein serves to rule out the latter entity. 


EXAMINATION OF THE HEART 
The following features are particularly worthy of attention: 

The presence or absence of organic heart disease. Certain abnormal 
rhythms, like paroxysmal ventricular tachycardia, auricular fibrillation, 
auricular flutter and heart block, are nearly always associated with some 
form of organic heart disease, such as coronary disease, hypertension, 
rheumatic fever or hyperthyroidism. On the other hand, abnormal rhythms 
like sinus tachycardia, sinus bradycardia, paroxysmal supraventricular 
tachycardia and premature contractions, are more often associated with 
normal hearts than with organically diseased hearts. 

The apex beat, on palpation, may suggest the diagnosis of bundle branch 
block in the event of a ‘bifid’ impulse, and of pulsus alternans in the event 
of alternately vigorous and feeble thrusts. 

The heart sounds may afford useful information about the nature of an 
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arrhythmia. In auricular fibrillation, and even more so in flutter, the first 
sound tends to vary in intensity. Whilst in paroxysmal auricular tachycardia 
the first heart sound is absolutely constant in intensity, in ventricular 
tachycardia it tends to vary in intensity from beat to beat. In nodal rhythm 
the first sound may be unduly accentuated when there is simultaneous con- 
traction of auricles and ventricles. Splitting of the first and second sounds 
may be noted in bundle branch block; a diastolic gallop, in conjunction 
with pulsus alternans, is particularly suggestive of this condition. A slow and 
regular ventricular rate with variable intensity of the first sound, the latter 
occasionally assuming a loud and explosive character (the so-called ‘bruit de 
cannon’), suggests the possibility of complete heart block. In partial heart 
block the first sound is often preceded by an auricular sound; this is not the 
case in sino-auricular block. In first degree heart block, either the first sound 
is decreased in intensity or an extra sound appears in diastole as the result 
of early auricular contraction. 


SPECIAL METHODS OF EXAMINATION 
The effect of exercise, atropine, amyl nitrite or other methods of accelerating 
the pulse, on the abnormal cardiac rhythm may supply valuable diagnostic 
information. For instance, whilst exercise increases the heart rate of sinus 
tachycardia, it has no effect on the rate of paroxysmal tachycardia. The 
irregularity of auricular fibrillation is accentuated by exercise, but that from 
extrasystoles tends to disappear after exercise. Whilst exercise has little or 


no effect on the ventricular rate of complete heart block, it may cause the 
ventricular rhythm in the Wenckebach type of block to return to normal. In 
auricular flutter the ventricular rate may be suddenly doubled after exercise, 
in contrast to sinus rhythms in which the rise in rate is gradual. 

Carotid sinus pressure often results in sudden cessation of paroxysmal 
supraventricular tachycardia, in sudden slowing of the rate to half or less 
in cases of auricular flutter, and in a gradual and temporary slowing of rate 
in sinus tachycardia. It has no effect on the ventricular rate in cases of 
ventricular tachycardia, auricular fibrillation and complete heart block; in 
partial heart block, however, it may cause a further slowing of the heart 
rate. 

Effect of respiration.—The simple manceuvre of holding the breath may 
remove the irregularity of sinus arrhythmia, bring out latent extrasystoles, 
and help in the differentiation of pulsus paradoxus from pulsus alternans. 
Sustained and deep respiratory effort may terminate attacks of supra- 
ventricular tachycardia. 

Levine’s method of tapping the foot in rhythm with the heart beat, may 
prove useful in the clinical differentiation of ventricular from supraventricu- 
lar paroxysmal tachycardias, auricular extrasystoles from ventricular ones, 
sino-auricular block from partial auriculo-ventricular block, and extra- 
systoles from auricular fibrillation. 

Fluoroscopy may afford suggestive clues in certain arrhythmias, For 
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example, rapid and irregular auricular undulations, without proper con- 
tractions, may be visualized in auricular fibrillation; rapid contractions of 
the auricles, in the R.A.O. position, in auricular flutter; synchronous con- 
tractions of auricles and ventricles, with extra contractions of the auricles, in 
heart block. 

Electrocardiography should be employed, in all cases of abnormal cardiac 
rhythm, as a supplementary or confirmatory measure, and not with the idea 
of doing away with the clinical methods of diagnosis. 


CLINICAL TYPES OF ABNORMAL CARDIAC RHYTHMS 
Although it is customary to adopt a physiological classification of arrhythmias 
into the two major groups of (1) disturbances of impulse formation or 
initiation, and (2) disturbances of impulse conduction, I have found the 
following clinical classification more valuable for the purposes of differential 
diagnosis. On the basis of rhythm, rate and perceptibility of cardiac beating, 
the following eight groups of abnormal cardiac rhythms are recognized: (1) 
regular rhythm with slow rate (or rhythmic bradycardias), (2) regular 
rhythm with rapid rate (or rhythmic tachycardias), (3) regular rhythm with 
normal rate, (4) regular rhythm with unequal force of beats, (5) irregular 
rhythm with slow rate (or arrhythmic bradycardias), (6) irregular rhythm 
with rapid rate (or arrhythmic tachycardias), (7) irregular rhythm with 
normal rate, and (8) clinically silent or imperceptible rhythms. 

Regular rhythms with slow rate-—Examples of these are: sinus brady- 
cardia, auriculo-ventricular nodal rhythm, partial 2 to 1 or 3 to 1 auriculo- 
ventricular block, complete heart block, auricular flutter with 4 to 1 or 5 to 
1 block, auricular fibrillation with marked slowing of ventricular rate. A 
clinical diagnosis is possible, in the majority of cases, by a simultaneous study 
of radial artery and neck-vein pulsations. 

Regular rhythms with rapid rate-—Examples of these are: sinus tachy- 
cardia, paroxysmal auricular tachycardia, paroxysmal nodal tachycardia, 
paroxysmal ventricular tachycardia, 2 to 1 type of auricular flutter, and 
pre-excitation or the Wolff-Parkinson-White syndrome. A clinical diagnosis 
is usually possible on the basis of the following data: (1) past history and 
behaviour of similar attacks, (2) mode of onset and termination of attack, 
(3) duration of attack, (4) rate of the tachycardia, (5) rhythm, and (6) 
influence of exercise, posture, respiration and carotid sinus stimulation. 

Regular rhythms with normal rate.-A regular rhythm, with a normal rate 
of 70 to 80 per minute, need not necessarily imply a normal sinus rhythm, 
since certain pathological mechanisms are compatible with such a state. 
Included in this group are: first degree or latent A.V. block with increased 
auriculo-ventricular conduction time; intra-auricular block; intraventricular 
conduction defects such as bundle branch block and arborization block; 
paroxysmal tae¢hycardia (usually auricular) with 2 to 1 block; auricular flutter 
with 4 to 1 block; nodal rhythm, when the cardiac rate is not unduly slow, 
rare cases of complete heart block, e.g. congenital and diphtheritic, with 
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unusually high idioventricular rates; and sinus tachycardia with alternating 
sino-auricular block or auriculo-ventricular block. Electrocardiography is 
usually essential for diagnosis in this group of cases. 

Regular rhythms with unequal force of beats.—Examples of this include 
pulsus alternans, pulsus paradoxus, and regularly alternating extrasystoles. 
Clinical diagnosis is usually possible, on the basis of spacing of the beats. 

Irregular rhythms with slow rate include sinus arrhythmia with sinus 
bradycardia; sinus bradycardia with sinus pauses or sino-auricular block; 
sinus bradycardia with extrasystoles (auricular, nodal or ventricular); nodal 
arrhythmia; partial heart block with frequent dropped beats; unstable 
auriculo-ventricular block; auricular flutter with a variable and high degree 
block; and slow auricular fibrillation. In the majority of cases a clinical 
diagnosis is possible by careful interrogation and examination of the patient. 

Irregular rhythms with rapid rate-—The most important of these are: 
auricular fibrillation, auricular flutter, sinus tachycardia with multiple 
extrasystoles, auriculo-ventricular dissociation or interference dissociation, 
and paroxysmal ventricular tachycardia. Clinical diagnosis is usually pos- 
sible after: (1) the artificial raising of the cardiac rate with exercise, atropine 
or amyl nitrite; (2) careful palpation of the pulse for the timing of beats, 
‘pulse deficit’ and ‘dominant rhythm’; and (3) study of the first sound for 
variations in intensity. 

Irregular rhythms with normal rate include sinus arrhythmia; normal sinus 
rhythm with extrasystoles (auricular, nodal or ventricular); sino-auricular 
block; sinus pauses; partial heart block (with irregular dropping of beats); 
Wenckebach type of auriculo-ventricular block; and interference dissocia- 
tion. As in the case of irregular rhythms with slow rate, clinical diagnosis is 
usually possible, after careful interrogation and examination of the patient. 

Clinically silent or imperceptible rhythms.—This group of rare arrhythmias 
is characterized by the complete absence, clinically, of all the pulsatory 
phenomena, i.e. arterial, venous and cardiac pulsations. They are en- 
countered: (1) in extreme grades of tachycardia, e.g. 1 to 1 auricular flutter, 
ventricular flutter, ventricular fibrillation and rare cases of paroxysmal 
tachycardia in which the systolic action of the heart becomes ineffective; (2) 
in grave forms of periplieral failure or shock, especially after acute coronary 
occlusion; (3) during long sinus pauses or standstill; and (4) during the 
cardiac standstill of auriculo-ventricular block, with Stokes-Adams syn- 
drome. A careful study of the clinical picture may furnish the required 
diagnostic information; otherwise, an electrocardiogram is essential for 
diagnosis. 

CONCLUSION 
In spite of the apparent complexity of the subject, careful interrogation and 
examination of the patient are usually successful in unravelling the true 
nature of an abnormal cardiac rhythm, without recourse to the specialized 
field of electrocardiography. 

My thanks are due to Dr. A. F. Golwalla, M.D., F.C.P.S., for assistance in the 
preparation of this article. 
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THE DRUG THERAPY OF BRONCHIAL ASTHMA 


By MONTAGUE SOLOMON, M.B., Cu.B., D.P.H. 
Lit erpool 


ALTHOUGH this article is primarily concerned with the drug treatment of 
bronchial asthma it is important to remember that so many diverse factors 
are associated with asthma that a careful history is essential before deciding 
upon the appropriate treatment in any particular patient. Heredity, climate 
and locality, psychological, infective, hormonal, nasal and gastro-intestinal 
factors must all be considered and will influence the plan of treatment in 
accordance with the factors considered responsible. For instance, acute 
infections of the respiratory tract are extremely liable to precipitate an 
attack of asthma in a susceptible subject and obviously the underlying 
infection must be treated with sulphonamides or antibiotics in addition to 
the measures outlined below. 


TREATMENT OF ACUTE ATTACK 
During an attack the patient should be confined to bed and propped up by 
pillows in the most comfortable position. 

Undoubtedly the most useful and efficient drug is still adrenaline hydro- 
chloride, 1:1000, given subcutaneously in doses of 7 to 10 minims (0.5 to 
0.6 ml.). This usually gives prompt relief. ‘The piston of the syringe should 
be withdrawn slightly before the injection to ensure that the needle has not 
been introduced into a vein. Adrenaline is more effective the earlier it is 
given in an attack. It is therefore most important to instruct the patient, or 
preferably a relative, how to administer it hypodermically. This is invariably 
my practice. If the patient has to await the arrival of the doctor before 
receiving the injection the attack will be well established and a larger dose 
of adrenaline will be required. The knowledge that this remedy is available 
when the attacks occur is of great psychological value and gives that sense 
of security which is so essential in asthma. 

Two No. 17 needles should be provided and adrenaline hydrochloride, 1 :1000, 
in a rubber-capped bottle. The patient should be instructed to use one needle for 


puncturing the rubber cap and the other needle for the injection; the needle used 
for the injection is not blunted so quickly and the injections are much less painful 


Should repeated injections of adrenaline fail to control the attack, the 
simultaneous injection of 0.5 ml. of pituitrin is often effective. Hyperduric 
adrenaline (Allen & Hanburys) is slow acting but more prolonged in its 
effect, and when the attacks are severe it is a good plan to give two separate 
injections of 5 to 8 minims (0.3 to 0.5 ml.) of adrenaline and 4 minims 
(0.25 ml.) of hyperduric adrenaline at the same time. The hyperduric 
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adrenaline begins to take effect as the adrenaline injection is ceasing to act. 
In cases of status asthmaticus, 1 minim (0.06 ml.) of adrenaline is given 
every 30 seconds until relief is obtained. 

Occasionally adrenaline ceases to take effect and in such an event intra- 
venous theophylline with ethylenediamine (aminophylline), 0.24 to 0.48 g. 
in 10 ml. of sterile distilled water, will often result in dramatic improve- 
ment (Herman and Aynesworth, 1937). Spain (1942) reported that follow- 
ing the administration of aminophylline, adrenaline fastness often dis- 
appeared. ‘The introduction of isoprenaline sulphate, which is administered 
sublingually, has proved of great benefit and will often obviate the necessity 
of giving adrenaline by injections. 

A wide choice of tablets is available for aborting attacks. Ephedrine 
hydrochloride, $ grain (30 mg.), is effective but side-effects are often trouble- 
some, especially when it is given at night. ‘Ephazone’ tablets are equally 
effective and are free from undesirable effects. ‘Monotheamin’ (formerly 
known as ‘theamin’) is available for oral or intravenous administration 
and has been recommended by Hurst (1943). A combination of amino- 
phylline, ephedrine and phenobarbitone, available as ‘franol’ or ‘amesec’, 
has been found most useful. Clarke (1948) recommends its use every night 
as a routine until the patient has been free from attacks for two years. 
Following the publication of Clarke’s article | have given ‘franol’ as he 
recommends, and am convinced of the great benefit which results in 
diminishing the frequency and severity of attacks. ‘This by no means exhausts 
the lists of the various tablets available, and it is often advisable to prescribe 
a change of tablet, especially when the one in use begins to lose its effect. 

Fumes of burning nitre paper or various proprietary powders give relief, 
but they are irritant to the bronchial mucous membrane and, as so many 
other remedies are available, it is unnecessary to resort to their use. 

Morphine, betause of its depressant effect on the respiratory centre and 
the danger of habit formation, should never be used. 

Great relief is often obtained by means of inhalations. Adrenaline, 1 :1000, 
or ephedrine, 1 per cent., have not in my experience proved as effective as 
I per cent. isoprenaline sulphate (‘neo-epinine No. 1 spray solution’, Bur- 
roughs Wellcome), or other proprietary preparations containing adrenaline, 
papaverine, pituitrin and atropine. ‘Brovon inhalant’, which contains 
atropine, papaverine, adrenaline and chlorbutol, is very effective; and the 
Deedon inhaler supplied by the same firm has proved an excellent method 
of administering the ‘brovon’ or other inhalants. 

A disadvantage of inhalants is that many patients overuse them and 
tend to get into a panic if the solution and inhaler are not within easy reach. 
I know one patient who will not even visit her next-door neighbour without 
the inhaler in her bag. | therefore do not recommend that an inhalant 
should be provided at the first attendance unless there is a history of pro- 
longed and severe attacks over many years, when an inhalant will give great 
relief and, equally important, great confidence. In the majority of milder 
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cases it will not be found necessary and it is therefore better to withhold 
it since, once prescribed, the patient will never be persuaded to give it up. 


TREATMENT BETWEEN ATTACKS 
The various drugs already mentioned can be used to abort threatening 
attacks and ‘franol’ be prescribed as a routine every night (Clarke, 1948). 
Small doses of phenobarbitone, $ grain (30 mg.), are useful when there is 
nervous tension, but phenobarbitone is not required at night if ‘franol’ has 
been prescribed. 

Antispasmodic mixtures containing various quantities of tincture of 
stramonium and tincture of lobelia combined, if necessary, with an expec- 
torant (e.g. ammonium chloride) or potassium iodide should be prescribed. 
Depending upon the clinical indications and the preference of the pre- 
scriber, other ingredients such as ephedrine hydrochloride, caffeine sodium 
iodide, syrup of codeine phosphate, or sodium phenobarbitone can be 
incorporated. Caffeine sodium iodide can be given in the form of caffeine 
iodide elixir, B.P.C. 

‘Benylin expectorant’ contains ‘benadryl’, ammonium chloride and 
sodium citrate, and gives considerable relief, particularly when tenacious 
mucus causes a troublesome cough. Many asthmatics testify to the relief 
they obtain. 

In between the attacks complete investigation should be undertaken, 
a first essential of which, as already mentioned, is the obtaining of a careful 
history. Inquiry should be directed to all the relevant factors—family and 
personal history, effects of environment and food; the presence of respiratory 
infection, nasal abnormality and uterine dysfunction; and a determined 
effort must be made to ascertain the underlying psychological factor which 
is present in practically every case. The particular investigations necessary 
will then be indicated as a result of this preliminary inquiry. 

Skin tests for hypersensitivity should.be performed in all cases and, if 
positive results are obtained, the offending allergen should be avoided or 
a course of desensitizing injections be given. Non-specific desensitization is 
well worth a trial, particularly when other measures have been unsuccessful. 
I use Martindale’s graduated peptone injections for this purpose but 
tuberculin, milk, sulphur, T.A.B. vaccine and auto-hemotherapy all have 
their advocates. The importance of emotional stress, dietary indiscretions, 
respiratory infections and constipation should be explained to the patient. 

Breathing exercises as described in the excellent booklet published by 
the Asthma Research Council should be recommended. 


CONCLUSION 
An appreciation of the importance of the psychological factor should make 
one wary of too readily ascribing to some new treatment the credit for the 
improvement which followed its administration, and by new treatment 
I mean, of course, new for the particular patient. A remedy that he or she 
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has not previously had may work wonders for a while. It therefore follows 
that the practitioner must be on his guard not to continue with a particular 
treatment or drug indefinitely and without careful inquiry and frequent 
review of each case. At the first sign of increased frequency or intensity of 
the attacks some alteration in the regimen must be made. Once the patient 
begins to feel that the practitioner has exhausted the remedies at his disposal 
or has ceased to maintain an alert interest in his condition the attacks are 
liable to return with increasing severity and frequency. It has been stated 
that success in the treatment of asthma will result provided ‘the doctor has 
faith in his remedies and the patient has faith in his doctor’. 

The effect on family life both for the patient with asthma and the relatives 
can be so devastating that the problem is not only of medical but also of 
great social importance. The asthmatic can never be certain that he.can keep 
an appointment; the relatives can never leave him with a free and easy mind. 

I know of few chronic conditions met with in general practice which will 
so richly reward a constant, vigilant, enthusiastic and encouraging attitude 
to the patient, and perseverance despite many disappointments, as these 
unfortunate patients with asthma. 
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SLIMMING WITHOUT TEARS 


By O. B. APPLEYARD, M.D. 


Scarborough, Yorkshire 


THE metabolism of the body does not proceed at a constant rate throughout 
the twenty-four hours. Disregarding energy expended as work, one can 
assume the metabolic rate to be increased towards evening, as indicated by 
the physiologically raised temperature. At such times therefore foodstuffs 
might well be utilized more efficiently and completely, with less storage of 
surplus foods as fat. Anti-obesity diets seem to disregard such changes in 
metabolic rate; yet these changes may be used to make dieting less exacting. 


L’APRES-MIDI D’UNE GOURMANDE 
Several months ago, twelve portly female patients of similar age-group (45 
to 55), and in whom no active disease was found, were selected. Justifiably, 
if uncharitably, it was decided that their obesity was due to overeating. 
They were therefore put on to an orthodox low-calorie diet until 4 p.m. 
every day. After that time, they ate whatever they liked. 
Six months later they had all lost weight except three; of these, two were 
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the same weight and one had gained weight. They all claimed to have 
obeyed instructions and possibly may even have done so, as they had to 
resist temptation only until 4 p.m.— instead of indefinitely. 

This small experiment, of course, proves nothing; no controls, no labora- 
tory investigations and no allowance for such variables as changes of occupa- 
tion, weather, domestic worries and overdoing it at Christmas. Somebody, 
however, may be stimulated sufficiently to study a much larger series under 
less elastic conditions, and prove (or disprove) whether what is at present 


an impression is based on fact. 


ON SENDING OUTPATIENTS TO HOSPITAL 


By D. G. GARNETT, M.B., B.Cu. 
Leiston, Suffolk 


Tue following is a simple and inexpensive solution to the problem of en- 
suring that the name and address of the practitioner referring patients to 


4o- Mr. Ky. Smet FR.c-S., 
Adi eaanx Heopital . 


Fic. 1 


hospital are readily available to the registration clerk in the outpatient 
department, even though she is not allowed to open the letter brought by 
the patient (The Practitioner, July 1954, p. 105). All practitioners no doubt 
receive innumerable unsealed envelopes bearing their name and address, 
such as those containing receipts and advertisements, and these may con- 
veniently be used to enclose the letter or history for the consultant. The 
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envelope is sealed and the consultant’s name and hospital are written 
either above or below the practitioner’s address (fig. 1), thus ensuring that 
the clerk has the necessary details and does not have to rely upon the patient 


for them. 
From the consultant’s point of view, the more concise the details of each 


21, HIGH STREET 
LOWTOWN, 
MIDSHIRE. 


Dr. A. B. JONES 
will be much obliged 
Dr. C. D. BROWN 


Mr. 


If 
Dr. 


will kindly see 


HISTORY 


SYMPTOMS 


DIAGNOSIS 


REQUIREMENTS 


Fic. 2. 


patient the better, and figure 2 shows the simple type of printed form which 


I have for many years used for this purpose. This saves the busy consultant 
all the trouble of wading through a possibly rambling, and frequently 


illegible, letter, 





MILLARD TUCKER REPORT AND 
THE MEDICAL PROFESSION 


By A. N. DIXON, A.C.L.1. 


General Manager, Medical Insurance Agency 


THE Committee on the Taxation Treatment of Provisions for Retirement 
(the Millard Tucker No. 2 Committee) was set up by the late Sir Stafford 
Cripps in August 1950 and reported towards the end of February 1954. The 
report is a masterly and detailed document which leaves only the minimum 


for departmental consideration and decision. ‘There was a possibility there- 
fore that action might have been taken to implement some of the provisions 
in this year’s Finance Bill, but for the moment, at least, these matters re- 
main in the category of ‘hopes deferred’. ‘The committee was given a fourfold 
task: 


(a) Are alterations desirable in the tax treatment of pension arrangements by 
employers for the benefit of their employees? 

(b) What tax treatment is appropriate to pension schemes for those who are un- 
able to benefit from an arrangement sponsored by an employer and, as a corollary, 
what treatment is to be accorded to those insufficiently provided for? 

(c) Are any alterations desirable in the tax treatment of private life assurance? 

(d) How should annuities purchased out of capital be taxed? 


THE PRACTITIONER’S SUPERANNUATION 
It is clear that the medical profession is interested to some extent in all 
these points, but perhaps the greatest interest is likely to be centred on (b). 
Before considering the effect which the Committee’s recommendations 
would have (if implemented in full) it might be desirable to examine the 
present situation in relation to superannuation. 
The medical profession can be divided into three main groups: 


(1) Provided-for practitioners —This group would include all those doctors who, 
having entered the National Health Service, participate in the Superannuation 
Scheme and whose anticipated service permits them to secure either full or at any 
rate adequate pension provision. Further, it includes all those enjoying other 
adequate pension arrangements. 

(2) Partially provided-for practitioners.—There will be a substantial section of the 
profession—believed to be some 35 per cent. to 40 per cent.—who can only be 
classed as having partial superannuation provision. For example, there are those who 
would be over the age of 45 in July 1948 for whom pension would be inadequate 
because of insufficient years of service. Then again, there are others in practice 
a large proportion of whose income is derived from private practice carrying no 
superannuation rights. 

(3) The self-employed.—This section would embrace those doctors who have not 
joined the National Health Service (or who have joined for a specific limited purpose 
only) and who are still wholly or predominantly in private practice. There would 
be doctors in special types of practice—for instance the owners of private nursing 
homes—or doctors employed by private undertakings where pension arrangements 
do not exist, and lastly, there would be a number of doctors who decided to opt-out 
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of the special superannuation arrangements. In all it is thought that there may be 
about 2,500 practitioners in this group. 


It follows that those members of the profession falling into classes (2) and 
(3) may all be interested, in greater or lesser degree, in the recommendations 
of the Millard Tucker Report as it affects (b) above. 


THE PRINCIPLES OF THE REPORT 
The three principles which governed the Committee’s conclusions were: 


(i) That a man who works for substantially the whole of his working life should be 
rewarded over a longer period than his actual service ; 

(ii) the ‘build up’ of bona fide pension arrangements by means of contributions 
from employers and employees should be exempted from tax. Benefits should be 
taxable when they emerge, i.e., when they are taken as pension; 

(iii) the existing distinction between employed persons who can provide for re- 
tirement out of untaxed income and those who cannot do so, i.e., the self-employed, 
should be abolished and a broad uniformity introduced into future arrangements 


The Committee accepted the view that self-employed persons and em- 
ployees without contractual pension rights cannot now afford to set aside 
out of their current earnings sufficient to provide retirement benefits of the 
kind and on the scale afforded to ordinary employees who are members of 
a pension scheme approved by the Inland Revenue. They also accepted the 
view that in the main this inability is, and has been, due to the present and 
past high rates of taxation and that it really dates from the beginning of the 
last war when those rates spectacularly increased. Indeed, there appear to 
be no arguments to the contrary and it is mainly the high rates of taxation 
which are responsible for the difficulties of the persons concerned. 

The Committee’s general conclusion therefore is that a case has been made 
out for these classes—the self-employed (including the partially provided- 
for) and non-provided-for employees—and that they should be enabled to 
make the same form of retirement provision as the ordinary employee, sub- 


ject to such modifications as the differing nature of the cases may require. 


Special consideration was given to the case of the ‘partially provided-for’ 
employee and the difficult and distinct problems related to it. First, the 
Committee accepted that benefits can be termed ‘inadequate’ if they are on 
a scale lower than that which would, under their own recommendations, be 
provided in future as a scheme suitable for an employee. Second, it was 
agreed that no partially provided-for employee should enjoy a greater 
measure of tax relief than that which has been recommended for a non- 
provided-for employee. Also that whatever relief is recommended it must 
obviously take into account any contributions made by the employee per- 
sonally that ranked for expense relief and also those which the employer is 
contributing on his behalf. 

Whilst the Committee agreed unanimously that something should be done 
for the self-employed person and also for the partially and non-provided-for 
employee, it is unfortunate that members were unable to agree on the method 
of treatment to be adopted. Two members dissented from the general report 
and these were the representatives of the Inland Revenue and of the T.U.C. 
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THE RECOMMENDATIONS OF THE REPORT 
Nevertheless, the consensus of opinion seems to favour the majority report 
whose suggested method of treatment is as follows: 

The type of contract which may be arranged.—This may be either a de- 
ferred annuity, with a return at death of all or part of the premiums with 
or without interest (“Type A’); or a deferred annuity without return at 
death and carrying no surrender value at any time (“T'ype B’). 

Permissible contributions.—Each year’s contribution is to be treated as a 
separate single premium for purchasing an appropriate portion of the de- 
ferred annuity secured. Permissible contributions, which will be allowed to 
rank as a business expense thereby receiving ful/ income tax and surtax 
relief, are: 

Type A Type B 
(Percentage (Percentage 
of earnings) of earnings) 

On earnings up to {5000 per annum 10 

On the next {5000 of annual earnings 74 

On the balance 

The total contributions, calculated as above, may be increased by one- 
thirtieth for each complete tax year between April 1939 and April 1954 
during which the person concerned was of self-employed or similar status 


or was absent on war service. For example, in the case of a person seif- 
employed since before 1939 with remuneration of less than {5000 the 
permissible contribution for Type A benefits is 12 per cent. plus fifteen- 


thirtieths, i.e., a total of 18 per cent; for Type B benefits—1o per cent. plus 
fifteen thirtieths, i.e., a total of 15 per cent. Fifteen-thirtieths is the maximum 
permitted addition to the contributions. 

Pension age.— This would have to be selected at the outset, but in the case 
of males ‘t is to be in the range of 65/70 and in the case of females 60/65. 
The benefits provided under the scheme will become payable at the selected 
age even though the beneficiary remains at work. 

The form in which the benefits may be taken.—-Primarily these must be 
taken as a non-commutable, non-assignable annuity which is then taxable in 
full as earned income but, either at pension age or in the event of earlier 
death leaving a widow or dependent children, part of the total may be taken 
as a tax-free lump sum. Up to £1000 may always be taken in cash, but if the 
cash is greater than {1000 it must not exceed one-quarter of the total value 
of the sum provided. The absolute maximum lump sum is £10,000. It is 
provided that in the event of enforced retirement due to incapacity, benefits 
may be commuted for cash, and for any cash above the normal limits a 
method to be known as ‘top slicing’ will be applied by which the excess 
above the normal shall be subjected to tax within certain limits. 

Temporary life assurance.—A concession of limited value is recommended 
in respect of temporary life assurance terminating not later than the retire- 
ment age. This allows that the premium for such a policy shall rank for life 
assurance relief in the normal way, but if it does not exceed one-quarter of 
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the retirement benefit contribution it will be ignored in the calculation of 
the ‘one-sixth of assessable income limit’ relief on life assurance premium. 


Thus the concession is of benefit only to those already paying one-sixth of 
assessable income in life assurance premiums. 


APPLICATION TO THE MEDICAL PROFESSION 

For those who are purely self-employed the foregoing provisions outline the 
intentions of the Committee and if the report is accepted they will go far 
towards rectifying the present grossly anomalous position of these persons. 
As has been pointed out, however, only a small number of the profession can 
strictly be classed as self-employed and so affected by this plan. A major 
point for consideration therefore is what treatment will be extended to 
‘partially provided-for’ practitioners, of whom there may be (within the 
terms of this report) a substantial number in the profession. 

It seems to be the intention to allow the partially provided-for person to 
supplement the benefits of his own scheme up to the contribution limits 
which apply for the self-employed person. Since due allowance must be 
made for contributions already being paid by the employee and employer it 
follows that a somewhat involved calculation is necessary to arrive at the 
amount which a partially provided-for employee (or practitioner) can claim 
as expendable towards additional provision for himself. The benefit would 
have to be taken in the form of a Type A or Type B contract as already 
outlined and the Committee’s recommendation is that the amount for relief 
should be computed as follows: 

(1) For the purpose of computation every partially provided-for employee should 
be treated as being one who has no right to any retirement benefits notwithstanding 
that that is not so in fact. 

(2) On this footing he would become entitled, in respect of any annual contribution 
made to an approved retirement benefit scheme, to relief on an amount up to, but 
not exceeding, one of the permissible percentages calculated on the total remunera- 
tion. 

(3) “Total remuneration’ for this purpose should consist of his actual remunera- 
tion for the year plus the employer’s contribution. 

(4) From the sum representing the above-mentioned permissible percentage of 
total remuneration (computed as in (3)) deduct the aggregate of the employer's 
contribution and the employee’s own contribution 

There will be left a remainder which will represent the sum on which the 
partially provided-for employee is entitled to further expenses relief if it is 
applied to an approved scheme. An example may help to illustrate what, on 
the face of it, appears to be an involved calculation: 

Let us assume the case of a doctor established in practice before 1939, and now in 
the National Health Service with a superannuable income of £2000 per annum 
from that source. (In the case of a general practitioner this would postulate a gross 
income of £2,857 less 30 per cent. expenses deduction before calculation of super- 
annuation, 1.e. net {2000 per annum superannuable income.) 

It seems that the calculation would then be made as follows 

Total superannuable remuneration £2000 

(Employer’s contribution @ 8 per cent.) 160 


2160 
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Permissible percentage for a Type A annuity @ 18 per cent. 388 
From the permissible percentage must be deducted the employer's 

contribution ({160) and the employee’s contribution @ 6 per 

cent. (£120) 280 


There remains a difference of £108, which can be applied in the manner 
prescribed securing full relief from tax. It will be seen therefore that, whilst 


the recommendations do bring about some amelioration of the position, they 
are unlikely to be of very great value to members already within the National 
Health Service Superannuation arrangements, solely remunerated from the 
N.H.S. In cases in which there is a substantial income from private practice 
the recommendations become increasingly valuable in proportion to the 
amount of such income. 


rAX TREATMENT OF ANNUITIES 

Another aspect of the Report which is of importance, particularly to prac- 
titioners nearing retirement, is the proposed method to be adopted in future 
for the tax treatment of annuities. The two best-known forms of annuity 
contract are the ‘immediate’ annuity which is purchased by the down- 
payment of accumulated capital, and the ‘deferred’ annuity. In effect, the 
latter is merely the similar accumulation of capital, by annual premiums 
paid on a policy and spread over a prior period of years, which at vesting 
date is transformed into an ‘immediate’ annuity and paid out in that form. 
There is therefore no essential difference between the ‘immediate’ and 
‘deferred’ annuity as at the time of receipt of the annuity income. 

The return obtained from the investment of capital for the purchase of 
an annuity is made up of two basic elements—interest earned on that capital 
coupled with the return of part of the capital itself. It has been customary 
in the past to tax the full amount of the annuity as income. ‘This practice is 
to be continued in so far as it concerns annuities which have been provided 
from contributions which have themselves enjoyed full relief of tax, although 
there will be some border-line cases where the position is not clear. How- 
ever, where the annuity has been purchased from private savings, clearly, 
on grounds of equity, only the interest content should be taxed. The Com- 
mittee recommend for the future that in the case of annuities so purchased 
the part of each periodical payment representing the capital content should 
be exempted from tax. ‘This recommendation would make an appreciable 
difference to annuitants and particularly to those subject to the full rate 
of tax. 

CONCLUSION 
In conclusion, it is only fair to say that the over-all cost to the Exchequer 
of implementing all the recommendations in the Report would be something 
in the nature of £65 million per annum and in these difficult days no 
Chancellor could be expected lightly to accept this added burden. It is 
therefore not altogether surprising that a Budget decision has been deferred 
but it is to be hoped that action may not be too long deferred. 





JEWS AND MEDICINE 
A SHORT HISTORICAL CAUSERIE 


By I. M. LIBRACH, M.B., D.P.H., D.C.H. 
Medical Officer in charge, Ilford Isolation Hospital 


‘Honour a physician with the honour due to him, for the uses which ye may have 
of him, for the Lord hath created him’.—Ben Sira, 180 B.C. 
Mepicine, whether practised by priest or physician, has always been held 
in high esteem by the Jews. This is not surprising, when one recalls their 
love of learning and their devotion to matters spiritual. The sum total of 
medical knowledge possessed by the ancient Hebrews cannot be assessed, 
for neither the Bible nor the Talmud contains medical treatises. The 
Mishnah, the compendium on Jewish civil and religious law, mentions 
a book on medicine—Sefer Refuiot—attributed to King Solomon, whilst 
the ‘Talmud cites a treatise on pharmacology, but neither has been pre- 
served. Medicine was an integral part of the Jewish religion. Medical 
matters therefore are alluded to only in so far as they concern some point of 
religious law or practice. The ancient Hebrews regarded health and disease 
as emanating from the same divine source—‘I kill and I make alive; I wound 
and I heal’ (Deuteronomy). Although, in common with other ancient 
civilizations, priests ministered to the health of the people, they did not 
monopolize the art of healing. The prophets occasionally practised it 
Elijah resuscitated an apparently dead child, whilst Isaiah cured King 
Hezekiah of an ‘inflammation’ by applying a plaster made of figs. 


THE TALMUDIC PERIOD 

The only school of medicine extant during the ‘Talmudic Period (A.p. 200- 
600) was of Greek origin and continued the tradition founded by Hippocrates 
(460-377 B.c.). In Talmudical times the practitioner was called a rofeh or 
healer. He dealt with medical and surgical conditions including the eyes 
and teeth. The attitude to fees was summarized in the aphorism—‘a 
physician who charges nothing is worth nothing’. Obstetrics was left to 
the midwife, but Gentile midwives were not popular, because of the 
suspicion that they often suffocated Jewish children. 

Very few physicians are mentioned by name in the Talmud, the most 
frequent name being Thudos or Theodoros, who was an authority on 
osteology. Another—Binjamin—is remembered for his statement that ‘all 
fluids are injurious to the ear except kidney-juice’ ! 

There were no official appointments of medical men, although it was 
recommended not to live in a town without a doctor, and to avoid one 
whose mayor is also a medical practitioner, because its civil administration 
may suffer as a result of his medical preoccupations! Rabbi Samuel (a.p. 
200) plays an important part in Talmudic medicine, especially diseases of the 
eye. He spent eighteen months as a shepherd studying the eye diseases of 
animals. He also studied the mammary changes at puberty on the breasts 
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of his slave, but paid her monetary compensation for the humiliation which 
the examination involved. The Mishnah summarized current opinion of 
doctors by saying that ‘the best among physicians is destined for Gehennah 
( Hell)’. 

The Rabbis dealt fully with anatomy and physiology, but their ideas on 
psychology were crude, e.g., they associated certain temperaments with 
certain organs—a person with a ‘hairy heart’ was said to be endowed with 
wisdom and strength. It is recorded that when the patriarch, Judah, got 
angry, the hairs of his heart penetrated his chest and rent his garments. 
Special attention was paid to matters affecting public health. Water, the 
disposal of rubbish and the conditions of housing were all carefully super- 
vised. ‘Therapeutics was also considered, a favourite piece of advice for 
stomachache being that the sufferer ‘should occupy himself with the study 
of the law’. Definitions of disease were picturesque: thus, an insane man 
was defined as ‘he who walks out alone at night, or spends a night in a 
cemetery, or tears his garments or destroys what is given him’. Many 
surgical procedures were performed including, of course, possibly the 
oldest in the world, that of ritual circumcision. With the growth of Hitlerism 
some Jews attempted to obliterate the evidence of circumcision by traction 
on the penile skin! A whole Talmudical treatise—Niddah—was devoted to 
gynzcological problems, especially those related to menstruation. Coitus 
was strictly forbidden during the menses and ritual baths were insisted 
upon. In fact, in strictly orthodox communities today these bathing rituals 
are continued—a special place, or Mikvah, being set aside for the purpose. 


THE JEWS AND ARABIC MEDICINE 
The spread of Mohammedanism in the ninth century led to a revival of the 
sciences in Asia Minor. In Europe, however, Arabic was a language known 
only to the Jews. ‘Thus many became teachers of medicine, especially in 
Baghdad, Kufah and Bassora. The task of translating the works of the 
Greek masters into Arabic and thence into Hebrew and Latin was entrusted 
to them. Learning from. these Greek scholars, Jewish physicians began to 
write works of their own, e.g. Masarjavagh of Bassora (883) wrote a treatise 
on medicinal plants and foods. Isaac of Kairouan (852-952) compiled a 
book on fevers which was held to be the best account of the subject during 
the entire Middle Ages. The greatest name of the period, however, was 
Moses ben Maimon or Maimonides (born Cordova 1135, died Cairo 1204, 
whence he had wandered because Moslem laws were more lenient and 
where he became physician to Saladin). He was also talmudist, philosopher 
and astronomer. Among his numerous contributions to medicine were works 
on gynzxcology, hygiene and toxicology, a treatise on asthma and a com- 
mentary on Hippocratic aphorisms. His treatment of snake-bite is still valid 
today—namely, ‘that an affected limb should be ligatured to arrest progress 
of the poison; the wound itself should be incised and an attempt made to 
suck out the poison. Emetics, purgatives, cauterization and means to 
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combat shock should also be tried’. He has been called ‘the Jewish Osler’. 
His tomb at Tiberias is still a place of pilgrimage. 


THE MIDDLE AGES 

After the beginning of the 14th century, the centre of Mohammedanism 
moved westward. There is no mention of Jews in Iraq after that date. The 
sciences followed the Arabian armies through Egypt and North Africa to 
Spain, Portugal and thence by Sicily to Italy. Jews played their part in 
furthering medical knowledge in all these countries, when they were allowed 
to do so. In Baghdad, Salerno and finally in 1306 in Montpellier, laws were 
enacted prohibiting them from practice. Despite these setbacks, Jews 
managed to attain positions of eminence in Europe, e.g., in Spain—Judah 
Ha-Levi (died 1085), Maimonides (1135-1204), Abner of Burgos (1270- 
1348); in Portugal—Profiat Duran (circa 1400); in Italy—Faraj ben Salim 
or Faragut of Salerno who was physician to Charles of Anjou, King of 
Sicily, and Isaac, who was court-physician to Pope Boniface VIII. 

The next phase concerns Italy and her neighbours, for it was in southern 
Italy that the leading medical school of the gth century—Salerno—arose, 
in time completely supplanting that of Baghdad. Lectures were delivered 
in Greek, Latin, Arabic and Hebrew, and many of its professors were Jews. 
As it grew in importance, Jewish assistance was discarded in favour of its 
own pupils, so much so that later Jewish influence on Italian medicine 
became insignificant. At this time in France, however, Rabbi Abon was 
principal of the Jewish school in Narbonne in 1205, and one of his pupils 
founded the Jewish medical school of Montpellier, which was destined to 
become one of the great universities of France. Amongst its teachers were 
many Jews, until Philip of Alois expelled them all in 1306. They were not 
to return until nearly 50 years later, in 1350. From France, they went to 
Belgium, Germany and England, but their influence in these countries was 
very small. 

In the opening years of the 15th century, persecution of Jewish physicians 
began again. Papal decrees and Church councils were promulgated, e.g. 
Basle 1434, which enacted that ‘no Jew shall be appointed public physician 
or official, nor shall any Jew receive an academic degree’. With this the 
Arabic influence and the Jewish influence in southern Europe disappeared. 
The Jewish Dark Ages had begun and, paradoxically, the so-called Renais- 
sance aggravated rather than mollified their subsequent sufferings. With 
few exceptions, physicians of this period were mediocre and left few im- 
portant works, partly because of the prevailing restrictions and partly 
because no man of outstanding merit was born. Unfortunately for the Jews 
therefore, they did, or could do, nothing to add to the foundations of 
scientific medicine being laid down by the giant triumvirate—Vesalius, 
Harvey and Sydenham. Only a few deserve mention. John Baptist de Silva 
(1686-1742) was physician to Louis XIV and was knighted by him; he had 
the best consulting practice in Europe at that time. Roderigo de Castro 
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(1550-1627) was an eminent gynecologist of Hamburg. Roderigo Lopez 

a Portuguese Jew—was physician to Queen Elizabeth I and was the first 
resident physician to be appointed to St. Bartholomew’s Hospital. He be- 
came involved in politics and met his death on the scaffold, being hung, 
drawn and quartered. 

Before taking leave of this period, mention must be made of the many 
Jewish women doctors who practised then. Even in ancient times, Jewish 
women may have been doctors. The attitude of Jews to the practice of 
medicine by women is in contrast to that of their neighbours, and antedates 
the struggles of pioneers such as Sophia Jex-Blake. 

The Ladies of Salerno (Mulieres Salernitanz) stand conspicuously in 
medizval medicine, but there were also Jewesses such as Sarah la Mirgesse 
of Paris (1292). In 1326 Sara de Saint Gilles agreed to teach a certain Salvet 
de Bourgneuf ‘artem medicini et phisici’ in return for all fees received by 
him during his apprenticeship! Archbishop John II of Wiirzburg granted 
a licence to practise to Sarah of Wiirzburg in 1419, the annual tax being 10 
florins. Many Jewish female doctors practised in Frankfurt-am-Main be- 
tween 1393 and 1494, but their popularity survived longer than their 
writings. As late as 1603 the widow of Solomon Ashkenazi, court physician 
to Sigismund II of Poland (1547-1572), successfully treated Sultan Achmed 
of Turkey for smallpox. 


rHE NINETEENTH CENTURY 

The French Revolution brought about a great change in the status of 
Jewish physicians. Jews were admitted to citizenship of nearly every country 
in Western Europe. They were allowed to study at universities and to 
practise their profession. It was in Germany and Austria, however, and, 
to a lesser extent, here and in the United States that they became prominent 
as research workers and specialists. Released from the mental as well as 
physical bondage of 300 years, they turned avidly to all branches of the 
profession but especially to the so-called basic sciences and, in particular, 
anatomy, biochemistry, bacteriology, immunology and pathology. Paul 
Ehrlich (1854-1915), August von Wassermann (1866-1925), Waldemar Haff- 
kine and Jacob Henle of ‘loop’ fame, may be cited as pioneers of these 
branches. Cesare Lombroso (1835-1915) was the first psychiatrist who 
devoted himself to problems of crime, whilst Eduard Henoch of Berlin 
was one of the first professors of pediatrics, as well as the author of a stan- 
dard textbook. He also described that form of allergic purpura known by 
his name. 

The Hitlerian era recently revived for a short time the prejudices and 
persecutions of the Middle Ages, but today freedom is happily restored in 
western Europe. The return to Israel, too, augurs a new era of medical 
discovery in the cradle of ancient medicine—the Near East. 

For those who wish, I suggest as further reading—‘A Short History of Talmudic 


Medicine’ by J. Snowman; “The Jewish Encyclopedia’; and the works of Charles 
Singer, Cecil Roth and Harry Friedenwald. 
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LXXXI—VIOMYCIN 


By J. V. HURFORD, M.D., F.R.C.P. 
Physician-Superintendent, King George V Hospital 
for Diseases of the Chest, Godalming 


ALTHOUGH overshadowed by the great success of isoniazid, viomycin, one 
of the newer anti-tuberculous drugs, has been under trial in countries 
other than Great Britain (mainly in the United States) since 1950. It is only 
now available in this country and its issue is still controlled by the Ministry 
of Health. Whilst undoubtedly it is an addition to the chemical armamen- 
tarium against tuberculosis, there is no question but that its use must be 
limited, partly because it is more toxic, but certainly because all the clinical 
trials suggest that it is less effective than either streptomycin or isoniazid. 


LABORATORY FINDINGS 
It was in the issue of the American Review of Tuberculosis for January 1951, 
that the first reports on viomycin were published, emanating from workers 
in the research laboratories of Parke, Davis & Co., and of Charles Pfizer 
& Co. Each set of workers gave to the actinomycete which produced the 
substance a different name, but it was clear that here was another antibiotic 
which was relatively more active against mycobacteria than against other 
species. The intermediate pure crystalline salt is converted to a sulphate 
for use and is available as a sterile powder which is easily dissolved in sterile 
pyrogen-free water or isotonic saline solution. It is active against strep- 
tomycin-resistant and isoniazid-resistant strains of the Mycobacterium 
tuberculosis, as well as sensitive strains. A number of experiments on labora- 
tory animals has shown that viomycin is of the same order of effectiveness 
as streptomycin, with the proviso that a dose four times as great is required to 
obtain a similar effect (Steenken et al., 1951). Such im vivo studies appeared 
to show too that it had a relatively low toxicity and was non-irritating. 


CLINICAL REPORTS 
The first limited trial on human beings (Werner et al., 1951) suggested that 
there was a higher toxicity than is the case with streptomycin. Until recently, 
the dosage of the drug was usually between 30 and 75 mg. per kg. body 
weight daily by intramuscular administration and on this amount toxicity 
was evidently a factor which had to be taken into careful consideration. 
As regards clinical effect, results up to February 1953 were summarized 
by Gladys Hobby (1953). Of 375 patients, 30 per cent. of whom started by 
being streptomycin-resistant and well over a quarter of whom had advanced 
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disease unlikely to respond to chemotherapy, 47 per cent. showed varying 
degrees of improvement with viomycin therapy. Sixty-four per cent. of the 
total had received the drug together with one other antibiotic. 

Clinical evaluations of viomycin have suffered from two defects. First, 
that the series of cases have tended to be rather small and uncontrolled; and 
secondly, because of the toxicity of the drug and because of the existence of 


presumably more effective agents the tendency has been to confine it to 


more advanced, or to streptomycin-resistant, cases. From the point of 
view of the patients, this was undoubtedly a sound policy, but it makes the 
actual assessment rather difficult as is well shown in the report by Schaffeld 
et al. (1954). These workers describe a series of 23 cases, of which 21 were 
far advanced and g also had extra-pulmonary tuberculosis, whilst 11 were 
known to have tubercle bacilli resistant to streptomycin. Eighteen of the 
23 patients became afebrile, 17 had appreciable weight gain, and a similar 
number had a reduction of sputum volume, but there was sputum conversion 
in only four. 
rOXIC MANIFESTATIONS 

With the higher doses given daily the toxic reactions which may be encoun- 
tered are variable but important. ‘The most serious is auditory nerve damage. 
This is most likely to show itself as high-frequency hearing loss detected 
in the audiogram. In the article by Schaffeld and his colleagues (1954) 11 
out of 14 patients tested by audiometry were found to have some high-tone 
deafness (symptomatic deafness was noted in two patients). It is uncertain 
at present how quickly this disability may develop and whether or not it is 
permanent. At any rate, it would appear inadvisable to give viomycin with 
dihydrostreptomycin, which still remains under suspicion of sometimes 
causing a similar complication. There may also be some effect on the vesti- 
bular nerve, shown by dizziness, vertigo and/or tinnitus, and here again this 
complication should be watched for if the accompanying drug used is 
streptomycin. 

The second most important complication is the effect on serum electro- 
lytes: a fall in the concentration of potassium, calcium, phosphorus and 
chlorides and an increase in the carbon dioxide combining power of the 
serum. The symptoms reported are varying degrees of anorexia, nausea, 
weakness, lassitude, muscle cramps, paresthesia, overt tetany, and even 
electrocardiographic changes. Where symptoms have occurred, intensive 
therapy with potassium and calcium salts has been required to correct the 
abnormalities (Steenken ef a/., 1951). It is probable that the cause of this 
complication is increased loss of the salts via the kidneys, and it has been 
suggested that the imbalance is most likely to occur in patients who are 
markedly ill and that advanced cases, even when not being treated by 
viomycin, may find it difficult to retain these salts (Trans. Conf. on Chemo- 
therapy, 1952). Direct effects on the kidney appear to be common, though 
usually slight, and the urine may contain albumin or even casts. Blood urea 
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may be elevated. These signs are usually transient and disappear soon after 
the drug is stopped. 

Eosinophilia is quite common and skin reactions may occur, particularly 
urticaria (I have had one patient with 26 per cent. eosinophils without any 
allergic phenomena). 


INTERMITTENT DOSAGE WITH VIOMYCIN 
The distributors in this country advise using viomycin in amounts of 
2 grammes administered intramuscularly in two divided doses at twelve- 
hour intervals on every third day, and there is of course a general feeling 
that it should be combined with one other drug to which the organism 
remains sensitive. Pitts and his colleagues (1952) reported on such inter- 
mittent dosage at the 11th Conference of the Veteran’s Administration in 
1952. Of 72 patients, 20 received 2 grammes of viomycin every third day, 30 
received 2 grammes of viomycin plus 1 gramme of streptomycin every 
third day, and 22 received 2 grammes of viomycin every third day and 12 
grammes of PAS daily. Cultures of sputum from approximately one half 
of all the patients in these groups who had completed 120 days’ treatment 
(71) were negative at the end of therapy. There was definite symptomatic, 
and quite marked radiographic, improvement in all groups, the latter most 
marked in the group receiving viomycin plus streptomycin (47 per cent. 
as compared with 24 per cent. for viomycin plus PAS and 1o per cent. for 
viomycin alone). Clinical toxicity occurred in 57 per cent. of cases, but was 
mild or moderate in 54 per cent. It was transient in duration and disappeared 
on completing the course or removing the drug. Allergic phenomena, 
especially urticaria, occurred fairly often, more commonly during the first 
60 days, with rapid response to antihistaminics. Vestibular phenomena 
occurred in 16 per cent. of patients receiving viomycin plus streptomycin, 


as compared with 11 per cent. of those receiving viomycin plus PAS. There 
were, however, no audiometric signs of auditory damage. Very transient 


albuminuria occurred in a large number of the patients, but was persistent 
in only three. Sixteen per cent. manifested significant changes in the urea- 
clearance test. Serum electrolytes did not seem to be much affected, although 
there was some lowering of serum potassium. 

Other workers have used intermittent dosage schedules and have reported 
favourable results and comparative absence of important complications. 
Moyer and his associates (1953) reported that there was no evidence of 
serious disturbances of serum electrolytes or of renal function following 
administration of 2 grammes twice-weekly to 14 patients. 

It seems evident that if viomycin is given in the treatment of pulmonary 
tuberculosis the intermittent regime should be the one of choice. Moreover, 
it would be wise to give also one of the other antibiotic drugs to which the 
patient is still known to be sensitive. This latter comment at any rate applies 
to streptomycin and PAS, although so far there has been no published study 
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on the effect of viomycin plus isoniazid. Undoubtedly PAS is the best 
accompaniment for viomycin, the former in divided doses to a total of 12 
or 15 grammes a day. It is possible to use streptomycin as the second drug 
in doses of 1 gramme every third day, but it should be remembered that 
vestibular symptoms occur with viomycin, though to a lesser extent, and that 
in view of the possible auditory damage dihydrostroptomycin would be 
better avoided. The development of bacterial resistance to viomycin has 
been shown (Walkup ef al., 1952; Werner et al., 1951) but there is a 
suggestion that it may be of lower degree than that encountered in the use of 
streptomycin. Werner and his colleagues found that an 8- to 16-fold 
increase in resistance occurred after 60 to 70 days of treatment with viomycin 
alone. 

Viomycin should be used only when there can be adequate laboratory 
control. ‘This should include regular examination of the urine, and blood urea 
and urea-clearance testing. Serum electrolyte changes should be watched for 
by doing examinations of serum potassium, sodium and calcium and, if 
necessary, these salts should be implemented. As the drug is excreted by 
the kidneys and renal toxicity is one of the complications, it is probably best 
to avoid its use when kidney function is already impaired. 


THE PLACE OF VIOMYCIN 

It is recognized that the major anti-tuberculous drugs are streptomycin and 
isoniazid. ‘The Medical Research Council trials have established that their 
potency is approximately equal and that given together the chance of the 
development of drug resistance to either is minimal. In general, the role of 
other substances is secondary in that their therapeutic effectiveness is less, 
although their resistance-preventing function may be important, Strepto- 
mycin plus PAS and isoniazid plus PAS approximate in clinical usefulness 
and the faculty of avoiding the development of drug resistance. What place 
then can be found for other drugs of less potency weight for weight and 
greater toxicity than the two major ones? 

Recognizing, as he must, that in tuberculosis two chemically different 
antibiotics must always be given together, the clinician welcomes any addi- 
tion to the basic three. When the infecting organism is known to be resistant 
to two of the latter, the third will then find a new partner. Occasionally, it is 
the patient’s hypersensitivity to streptomycin or PAS which provides the 
reason for seeking another supplement, although of course this may often be 
overcome by desensitization. In the case of PAS such a procedure may not 
be of benefit when (rarely in my experience) there is an intestinal inability 
to take any form of the drug, although in such rare cases the use of cortico- 
trophin as suggested by Houghton (1954) may be justifiable. 

The two additional drugs which at the moment justify serious considera- 
tion are viomycin and oxytetracycline. A variant of the isonicotinic acid 
formula, a hydrazide of cyanacetic acid is on the market (‘reazide’), but as 
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yet has comparatively little clinical evidence behind it. Viomycin and 
oxytetracycline are both rather toxic drugs. Viomycin is chiefly used as a 
substitute for streptomycin when bacillary resistance to the latter has 
developed, whereas oxytetracycline can perhaps more usefully be given with 
streptomycin to prevent the development of resistance. It is true that 
oxytetracycline has been said to have a tuberculostatic action against strep- 
tomycin-resistant bacilli and that drug resistance to it emerges very slowly, 
but it would usually be given with streptomycin as the principal drug. The 
5-gramme dosage of oxytetracycline given daily is effective in preventing the 
development of streptomycin resistance, but acts as a gastro-intestinal 
irritant; smaller daily doses, such as 2 grammes daily, produce fewer side- 
effects, but do not completely prevent the development of drug resistance 
(Miller et al., 1954). Rothstein and Johnson (1954) used 1 gramme of oxy- 
tetracycline with streptomycin, and found that toxic effects were insigni- 
ficant, whilst they claim that the clinical results resembled those of the latter 
drug with PAS. Probably, however, avoidance of drug resistance will 
demand a dose of oxytetracycline midway between 2 and 5 grammes. With 
such a dose this drug may prove to be the best adjuvant to streptomycin 
when PAS is badly tolerated and for some reason isoniazid is to be held 
back, whereas, on occasion, viomycin may justifiably be used to supplement 
PAS when the two major antibiotics have to be avoided. 


CONCLUSION 
From this discussion, it will be judged that the place of viomycin is limited. 
One possible use, however, has not been mentioned. Occasionally, clinicians 
decide to give a triad of drugs and the suggestive though limited work of 
Proctor and his colleagues (1952), which seems to indicate that viomycin and 
streptomycin are synergistic (a not very common finding amongst anti- 
biotics), might point to the former substance as a justifiable third partner 
given, be it stressed again, with constant watchfulness for the possible 
side-effects. 
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REVISION CORNER 


THE DEVIATED NASAL SEPTUM 


Some degree of deviation of the nasal septum is so common as to be almost 
universal, particularly among Europeans, and it has been suggested that this ten- 
dency is associated with increased cranial development and enlargement of the 
cranial angle, the condition being much rarer among the non-European races. 


ETIOLOGY 
Septal deviation is either developmental or traumatic in origin. The main bony 
component of the nasal septum is the vomer which in early life consists of two separ- 
ate laminz enclosing between them a plate of cartilage which is prolonged forward 
to form the cartilaginous septum. Ossification starts in the 6th to 8th week of 
foetal life and the plates begin to coalesce from behind forwards about the third 
year, the whole process not being complete until after puberty. It can thus be 
appreciated that local alterations in nutrition, particularly in the lamin, could 
increase or retard the rate of growth, with resulting deflections, ridges and spurs. 
These developmental deflections usually occur in the anterior part of the septum, 
tend to be C- or S-shaped and are often smooth and symmetrical apart from the 
presence of spurs or ridges. Developmental deviation rarely occurs in the posterior 


part of the septum. 

Traumatic deflections of the septum may be due to one severe injury or repeated 
lesser ones such as those received in boxing. These deflections are usually irregular, 
with angulation and actual dislocations of the septal cartilage. They are much 


commoner in males than in females. 


SYMPTOMS 

The main symptom of septal deviation is nasal obstruction, which may be uni- 
lateral or bilateral, intermittent or persistent and may change from side to side. 
A further complaint may be nasal catarrh, a vague term which most patients seem 
to employ when the symptoms defy exact description and which as a rule resolves 
itself into the presence of some degree of nasal discharge either anterior or post- 
nasal, in some cases accompanied by irritation and attacks of sneezing. The com- 
plaint of headache is not infrequent and it has been suggested that this is occasion- 
ally due to pressure of a deflected septum on a turbinate. I have never been con- 
vinced of this, and it seems much more likely that headaches are due to infection 
or obstruction of sinuses as the result of impaired drainage and aeration. In this 
connexion the psychological aspect must not be forgotten. Patients with nasal 
obstruction often tend to become introspective which is an important factor to 
consider when advising treatment. 


DIAGNOSIS 
Diagnosis is obvious enough in the average case. It must always be borne in mind, 
however, that septal deviations are very common and that cases are often seen in 
which quite a severe degree of deflection produces no symptoms. There is there- 
fore always a possibility that there may be some coexisting condition, such as 
chronic hypertrophic rhinitis, vasomotor rhinitis, sinusitis or adenoids, which in 
actual fact is the main cause of trouble. Nasal obstruction is logically the main 
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symptom of a pure septal deflection, and the more emphasis is laid on other 
symptoms such as ‘catarrh’ and headaches, the more should the possibility of the 
presence of other factors be considered. The patient who has had a submucous 
resection of the septurn with little or no relief is often very miserable and tends to 
become introspective which opens up a lengthy vista of return visits, depressing 
to patient and surgeon alike. The psychological aspect must not be forgotten when 
assessing the part played by septal deviations in the production of symptoms. 


TREATMENT 

The first principle in treatment is prophylaxis and under this heading should be 
mentioned the importance of the proper diagnosis and treatment of nasal injuries. 
Traumatic septal deviations are usually associated with fractures of the nasal bones, 
but it should be remembered that this is not by any means invariable and that the 
septum can be deflected or dislocated even when the nasal bones remain intact. 
Following any nasal injury it is necessary to replace not only the fractured nasal 
bones but also any septal displacement which may be present. 

Once it is established that symptoms are due to septal deflection, whether de- 
velopmental or traumatic, the only effective treatment is the operation of sub- 
mucous resection. In minor degrees of deviation, particularly if there is some 
coexisting rhinitis or sinusitis, it may be worth trying conservative treatment for a 
short time. This usually consists of the use of one or other of the many available 
nasal drops. Of these my preference is for 1 per cent. ephedrine in saline, possibly 
with the addition of equal parts of 10 per cent. ‘argyrol’ which has an astringent 
action and prolongs the effect of the ephedrine. This may relieve the symptoms by 
removing any element of mucosal congestion, but if rapid relief is not obtained the 
treatment should be discontinued and operation be advised. Not only may the 
prolonged use of nasal drops lead to a rhinitis from chemical irritation, but the 
habit is a bad one from the psychological point of view. 

If a frank sinusitis coexists it needs appropriate treatment, but it should be re- 
membered that the septal deviation, particularly if it is a high one, may be the 
main cause of the sinusitis persisting. Similarly, a vasomotor rhinitis needs in- 
vestigation and treatment, and a submucous resection should not be performed 
in the presence of this condition, without considerable thought. In my practice, 
however, I never hesitate to perform the operation if a severe deflection coexists 
with an allergic nasal mucosa. If the tissues are treated gently they recover well 
and the patient can, so to speak, have his rhinitis in greater comfort. Removal of 
the polypi which so often occur in this condition is also made easier. It must be 
made quite clear to the patient, however, that the operation will not remove the 
symptoms due to his rhinitis. Failure to do this can lead to endless trouble. 

Septal deviations in children are best left alone unless they are very severe, with 
correspondingly troublesome symptoms: the nose is small, the tissues often friable 
and the results of operating on growing structures uncertain. From the age of 16 
or 17, however, there need be no hesitation on this account. 

The principle of the operation is to separate the mucous membrane from both 
sides of the bony and cartilaginous septum and to remove the septum, the soft 
tissues then falling together in the midline of the nose. All deviated parts of the 
bony and cartilaginous septum must be removed, especially ridges and spurs but, 
if possible, a narrow ridge should be left along the anterior border and bridge of 
the nose to keep it supported and to prevent the flattening which may follow the 
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loss of support when the septum is removed. This consideration, however, must 
not be allowed to interfere with complete correction of the septal deformity. 
Following operation it is the custom of most surgeons to plug the nose for about 
twenty-four hours, to prevent bleeding or the formation of a haematoma between 
the two layers of the mucous membrane. There is little or no postoperative pain, 
but usually some nasal discharge and a certain amount of stuffiness due to reaction- 
ary swelling. The patients are often fit to leave hospital after forty-eight hours but 
it is safer to keep them for four to five days. 

The operation can be performed under general or local anwsthesia. My own 
practice, except in very nervous patients, is to use a local anesthetic by the postural 
method first described by Moffett and, more recently, modified by Curtiss. A local 
anesthetic has the great advantage of almost complete lack of bleeding, with 
consequent clear field of operation. If what is going to happen is explained to the 
patient and if his mind is kept occupied during the operation by a little light con- 
versation, the whole thing passes off without any difficulties. This is helped by the 
usual premedication with ‘omnopon’ and scopolamine. 

Postoperative complications are not common; they usually take the form of 
bleeding or haematoma formation. The latter absorbs in time but may leave some 
thickening. Occasionally a haematoma becomes infected, resulting in a septal 
abscess which may need drainage. In difficult cases the mucosa is sometimes torn 
on one side or the other. These tears heal well as a rule, but occasionally a per- 
foration results. This rarely causes any symptoms, but crusting or bleeding may 
occur in perforations situated anteriorly in the septum. 


SUMMARY 
In the management of septal deviations it is of the greatest importance to estab- 
lish that the deviation is, in fact, causing the symptoms. Accepting this, the opera- 
tion of submucous resection is the only really effective treatment and, as such, is 
entirely satisfactory. 
J. W. S. LinpaH., M.CuH., F.R.C.S. 
Assistant Surgeon, Aural Department, London Hospital. 


NASAL POLYPI 


NASAL polypi are very common and in every ear, nose and throat clinic there is 
nearly always at least one patient who needs treatment. The majority of cases are, 
of course, associated with allergic rhinitis, but no treatment of the allergy is, by 
itself, as effective as removal of the polypi. 

The history alone is seldom enough to make a diagnosis, for nasal polypi have 
no peculiarity; they simply cause nasal obstruction and have to be distinguished 


from all other causes of blockage of the nose. 


DIFFERENTIAL DIAGNOSIS 
To make a sure diagnosis needs the use of a nasal speculum, but once the speculum 
and headlight have been mastered, there is seldom much doubt about a nasal 
polyp. It usually lies at the level of the middle turbinate; it is pale in colour com- 
pared with the ordinary mucous membrane of the nose, and it may have a blue 
tinge; its colour and position distinguish it from a large inferior turbinate, which 
is redder and lies nearer the floor of the nostril, but the inferior turbinate is the 
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most common thing mistaken for a polyp, because it is the most conspicuous 
object in the nose when a light is used alone without a speculum. The other points 
of differential diagnosis are more of specialist interest, but the following case is 
instructive :— 


A child of ten was referred with a history suggestive of cerebrospinal rhinorrhcea. He was 
kept under observation, but nothing could be collected from his nose while he was in 
hospital. He was referred for examination, and a single polyp could be seen above the middle 
turbinate. It was redder than an ordinary allergic polyp and, as a polyp is in any case un- 
usual in a child, a series of x-rays of the skull base were taken and showed a fracture of the 
anterior fossa. When the anterior fossa was explored, a hernia of the brain was found to 
have passed into the nose through a gap in the bone, which explained the presence of the 


polyp. 

Although, as has already been mentioned, the large majority of polypi are 
allergic in origin, the practice is growing of submitting every polyp to microscopic 
examination after removal, as there is an occasional surprise in the pathologist’s 
report. A polyp, for example, which suddenly appears in middle age should arouse 
suspicion of malignancy : 

A woman of 60 attended with nasal obstruction due, it was thought, to a simple nasal 
polyp. When the polyp was removed under local anzsthesia, a foul smell was noticed and 
later the pathologist reported that the tissue submitted was, in fact, a melanoma. Although 
the nose looked perfectly clean after the polyp had been removed, six weeks later a large, 
deeply pigmented mass could be seen in the nostril. 

A nasal polyp may be the first sign of several other types of new growths in the 
nose; it may, for instance, announce a carcinoma of the antrum. A polyp which 
bleeds when touched is always suspicious of malignancy. 

Polypi due to allergy usually exist in a nose which is otherwise clean, but not 
always, and there may be a mixture of polypi and muco-pus denoting an infection 
of the ethmoid sinuses. When this happens it may be difficult to know which 
came first—the infection or the allergy. The condition is always more difficult to 
treat when there is infection as well, which is also the case when infection is com- 
bined with an allergic rhinitis without polypi. A foreign body sometimes looks 
exactly like a nasal polyp, but foreign bodies are usually seen in small children, in 
whom a true nasal polyp is rare. 

Lastly, there is the condition of an antrochoanal polyp, which is familiar to 
everyone who works in a specialist department. It is usually single and spreads 
backwards into the posterior choana and nasopharynx, where it may grow very 
large. Its effect is to block one nostril completely, and an inexperienced examiner 
may fail to diagnose it, because there may be nothing obvious to be seen when a 
nasal speculum is used. There are, however, three signs which betray its presence : 
first, one nostril is completely blocked, so that no air will pass in or out when the 
other nostril is shut with a finger: secondly, there is a streak of mucus on the floor 
of the nostril, seldom absent in complete nasal obstruction from any cause, be- 
cause the normal secretion of the mucous membrane cannot escape. Lastly, the 
stalk of the polyp can be seen far back in the nose, which is more obvious if the 
mucous membrane is shrunk with cocaine. To see the stalk, however, needs prac- 
tice, and the other two signs are easier. An antrochoanal polyp usually occurs in a 
young adult—on the average, younger than someone with the ordinary 
multiple nasal polypi. 

TREATMENT 
The treatment for a nasal polyp is to remove it and the only question is the method 
to be used. The commonest practice is to remove a few polypi under local 
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anzsthesia at each of several visits, and the only objection to this is the difficulty, 
in general, of coping with operations on outpatients, and the fact that a number of 
visits may be needed. A nervous patient is better dealt with by a general anzsthetic, 
when all the polypi can be removed at one sitting ; if the patient is old or trouble is 
expected, the operation is better done in hospital, even if a local, and not a general, 
anzsthetic is used. The removal itself is seldom difficult ; the polypi can be seized 
in turn by a Luc’s forceps, and torn from their attachment, or a specially con- 
structed polyp snare will do the same thing. The polyp snare is perhaps more 
difficult to handle and is unsuitable for small polypi, but it does its work very 
neatly. There is usually brisk bleeding after removal, but it quickly stops. Very 
occasionally a patient may have to be admitted to hospital for bleeding after 
removal of polypi; bleeding severe enough to need nasal plugging is rarer still. 

When the polypi have been thoroughly removed, there should be no more 
trouble for eighteen months at least, but they can be expected to return ultimately, 
although the interval of freedom varies; it may be as long as fifteen years. If the 
nasal mucous membrane suggests an established allergic rhinitis, treatment for 
allergy is to be recommended as it may discourage the recurrence of the polypi, 
apart from the good it will do generally. 

Another form of treatment which may be mentioned is irradiation. Small doses 
of y rays from a source such as a radium bomb, may be very successful, particu- 
larly when the polypi have recurred quickly. 

A patient under my care had the misfortune that his nasal polypi grew from the deeper 
part of the nose and extended into the posterior choana, which meant that he had to have a 


general anesthetic to remove them once a year. A small dose of radiation in his case was 
completely successful and he has needed no treatment during the last five years. 


CONCLUSION 
Nasal polypi may be classed among those conditions which cause inconvenience 
rather than illness, and any plan of treatment must be made with this in mind: 
for if nasal polypi are untreated the patient may be uncomfortable, but his genere! 
health will not be seriously threatened. 
Wititiam McKeEnzir, M.B., F.R.C.S. 
Surgeon, Ear, Nose and Throat Department, Prince of Wales Hospital, Tottenham. 


NOTES AND QUERIES 


Combined Sulphonamide and 

Oral Penicillin Therapy 

Query.—lIs there any advantage, in the treat- 
ment of the using a 
combination of oral penicillin and a sulphon- 
amide? If so, combinations are recom- 
mended? 


and penicillin, even when given orally, is gener- 
ally bactericidal, it follows that these two agents 
are more likely to antagonize than to assist one 
another. If, however, the organism is resistant 
or is not readily accessible in the tissues, the 
action of penicillin may be only bacteriostatic 
so that combination with a sulphonamide may 
prove helpful. In addition, another factor comes 
into play when the response is not immediate, 
for the bacteria may then have time to develop 


common infections, in 


what 


Repty.—In general, when two bactericidal 


agents are combined the effect is additive or 


synergistic, and the same effect is observed when 
bacteriostatic agents are given in com 
bination. When a bacteriostatic and a bacter 
icidal agent are combined, however, the effect is 
likely to be antagonistic. As the sulphonamides 
are bacteriostatic in therapeutic concentrations, 


two 


drug resistance. If both penicillin and a sul- 
phonamide are given for such an infection the 
emergence of drug-resistant forms may be pre- 
vented. Only rarely will a infection 
require these two agents. 

Of the common infecting organisms, few are 


mixed 
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inhibited by both the sulphonamides and peni- 
cillin in therapeutic concentrations, and of these 
most are so readily susceptible to one or the 
other that no advantage is gained by combined 
treatment. When, however, because of its 
position in the tissues, the organism is not 
readily accessible to the stronger agent, com- 
bined treatment may have a definite advantage. 
For example, in meningitis due to a strepto- 
coccus, pneumococcus or staphylococcus, com- 
bined treatment is more effective than penicillin 
alone, as this agent does not readily pass the 
blood-brain barrier. For such an infection, how- 
ever, oral penicillin is not considered sufficient 
and both intramuscular and intrathecal adminis- 
tration are generally advised. 

Apart from meningitis, only staphylococcal 
infections are likely to benefit from the com- 
bined treatment, as this organism is often 
resistant to penicillin or readily becomes so 
during treatment. Mild staphylococcal infec- 
tions, indeed, constitute the only real indication 
for combined treatment with oral penicillin and 
a sulphonamide. The preparation used should 
contain either one of the readily soluble sul- 
phonamides or a combination of two or more. 
Several suitable preparations are available. 
‘Elkocillin’, for example, contains penicillin and 
‘elkosin’; ‘sulpenin’ is a combination of peni- 
cillin, sulphadiazine and sulphamerazine in 
tablet form. Either of these two preparations 


would be quite suitable for the treatment of 


boils, carbuncles and other non-fulminating 
staphylococcal infections. 


J. S. LAWRENCE, M.D., M.R.C.P. 


Nail Splitting 

Query.—A female patient, aged 40, has finger 
nails which split transversely and then longi- 
tudinally at the centre. They seem dry and 
brittle and are also ridged transversely and 
longitudinally. The condition has persisted for 
years. The patient is otherwise healthy except 
for some ?gall-bladder, ?ulcer, trouble which she 
has also had for years. The latter causes severe 
pain—not related to meals and centred over the 
duodenum and _ gall-bladder—for 
weeks at a time; this has recently been more 
severe and has occurred more often. I would be 
grateful for some advice on this problem. 


periods of 


RepLy.—It is possible that the transverse lines 
on the nails of this patient are Beau's lines 
which are caused by an alteration in nail growth 
due to illness. Pyrexia or partial inanition, such 
as would be caused by strict dieting in an 
attempt to relieve abdominal pain, could give 
rise <= Beau’s lines. It would be of interest to 
know whether the transverse ridges show some 
time relationship with the attacks of abdominal 
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pain. The furrow usually becomes apparent at 
the nail fold 3 to 4 weeks after the illness. 
Longitudinal ridging is so common as to be 
almost normal, but is marked sometimes in iron 
deficiency anemia. There is a popular fallacy 
that calcium deficiency gives rise to fragile nails. 
It is true that nail growth is affected in severe 
hypocalcemia when the blood calcium falls to 
about 7 mg. per 100 ml., but in the absence of 
gross hypoparathyroidism or steatorrhceea the 
administration of calcium has no beneficial 
effect on nail splitting. There is just a possi- 
bility that chronic pancreatitis might be respon- 
sible for the recurrent abdominal pain, but a 
malabsorption syndrome, sufficient to give rise 
to nail changes, would not be compatible with 
good general health. 
By far the most 
splitting, which is usually a female complaint, 
is the effect of immersion in soaps and deter- 
gents, which have a damaging effect on keratin, 
or the damage caused by nail-varnish removers. 
The avoidance of contact with soaps by the 
wearing of rubber gloves when doing house- 
work, and the daily inunction of lanolin into the 
nail folds, helps considerably. There still re- 
mains a group of women in whom a chilblain- 
type of circulation Raynaud’s syn- 
drome appear to be the cause of the defective 
nail growth. It is presumed that this factor does 

not exist in the present case. 
I. B. SNEDDON, M.B., M.R.C.P. 


common causes of nail 


and even 


Insulin Injections and Fat Atrophy 
QUERY. 
deltoids, as a result of 
there any way in which this condition can be 
cured? 


A patient of mine has atrophy of the 


insulin injections. Is 


REPLy. 
not uncommonly causes fat atrophy at the site 
of injection, but it is probably true to say that 


The subcutaneous injection of insulin 


the underlying muscle is never affected. This fat 
atrophy is more common in women than men and 
it is therefore wise to advise diabetic women never 
to give their insulin injections into the arms or 
those parts of the legs in which areas of fat 
atrophy may be conspicuous or unsightly. 
With regard to treatment, the rule in the past 
has been to avoid injections into the affected 
areas so far as possible, but more recently it 
has been found that repeated injections into the 
atrophied areas may result in the deposition of 
fat and the filling up of the hollows; this does 
not, however, happen in case, but is 
worth trying as there does not appear to be any 
other effective method of treatment. If success- 
ful, insulin should be injected at intervals into 
the areas affected or fat atrophy may recur. 
WILFRID OAKLEY, M.D., F.R,.C.P, 


every 
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Aiding Weight Increase 
Query.—I have recently encountered a type of 
patient who is grossly underweight but is never- 
theless in perfect health. All types of diet, with 
vitamin supplements and the like, have failed to 
increase the weight. I am told that there is a 
drug which aids weight-increase by ensuring the 
complete breakdown of all protein ingested by 
the body. Could you give me the name of the 
drug and its manufacturer and state whether 
there are any contraindications? 
Rep.iy.—I think that the preparation which may 
be meant is methyl androstenediol, which is 
marketed under the trade names of ‘protandren’ 
(Ciba) and ‘stenediol’ (Organon). This sub- 
stance does not give rise to a breakdown of all 
protein ingested but promotes the building up 
or anabolism of protein in the body. There are no 
contraindications to its use. I know of no drug 
which would aid weight increase by breaking 
down ingested protein; the most effective sub- 
stances to break down protein are, of course, 
pepsin and trypsin. 

A. W. SPENCE, M.D., F.R.C.P. 


Coitus During Menstruation 


Query.—If sexual intercourse takes place 


during menstruation: (1) Is there any risk at all, 
however remote, of pregnancy? (2) Are there 
any harmful effects or contraindications (other 


than ewsthetic), e.g., will the amount of men- 
strual flow be increased or prolonged? 

Repty.—({1) There is a minimal risk of con- 
ception resulting from sexual intercourse 
during menstruation. It has been suggested 
that in a minority of women coitus may induce 
ovulation. This would be the explanation of 
the occasional case of pregnancy that has been 
reported following coitus during menstruation. 

(2) Harmful effects have not been particu- 
larly noted as the result of coitus during men- 
struation ; the flow is not altered in amount. 
Many is the occasion when menstruation has 
coincided with a honeymoon or a leave-period 
during war, without coitus affecting the quan- 
tity of the menstrual flow. 

The questioner might like to refer to The 
Practitioner of October, 1953 (p. 458), in which 
‘Menstrual Hygiene’ discussed, It 
there stated that in some women there was a 
heightened sexual desire just before or during 
menstruation, and that there was no reason why 
coitus should be vetoed at this time, the lower 
vagina being cleaned with warm water. It is 
possible that Professor Alfred Kinsey may have 
collected data that may furnish a more accurate 
answer to the above questions. 
Proressor W. C. W. NIxon, 


was was 


M.D., F.R.C.S., 


F.R.C.O.G, 


_individual 
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QUERIES 


Prevention of Water Pollution in 
Indian Villages 


Query (from a reader in India). 
are very exercised about the provision of pure 
drinking water for villagers. Our difficulties are 
these: a bucket is a valuable commercial asset; 
consequently none of the villagers is willing to 
leave her bucket at the well—night and morning 
crowds of women draw water and, while waiting 
their turn, put their buckets in the mud sur- 
rounding the well, so that when each bucket goes 
Added to this 
e.g., by birds. 


Some of us 


down so also does a lot of mud. 
there is no end of contamination 

What we want is a method of disinfection of 
water in the four-gallon or so house waterpots. 
The folk just cannot afford fuel to boil their 
drinking water but are often quite willing to use 
potassium permanganate or chlorine. The 
difficulty with the former seems to be that it 
does not really with all the 
especially amabz, and with the latter that the 
stockists supply it to their local agents in great 
bulk so that by the time it has got down to the 
much 


deal bacteria, 


village user its must be 
diminished. 
We have a Mission Tablet Industry which I 


think would be willing to make water-disin- 


potency 


fecting tablets, if we could get a good formula 
and they were not too expensive. What about 
iodine? It is of course fairly unstable in the 
heat of many places in the country. Could you 
give us any help? Commercial tablets are too 
costly. 
REPLy. 
one of the most difficult problems in tropical 


Your correspondent in India has raised 


hygiene, i.e., the provision of reasonably safe 
water in villages which have little or no money 
for public works. The main problem is the 
contamination of the 
buckets which fouled by 
cleaning with polluted soil and by being rested 
on the ground. Contamination by birds, frogs, 
and the like, is of little 
importance. 

The only satisfactory way of disinfecting the 
water would be by chlorine. Potassium per- 
manganate and iodine are quite unsatisfactory 
for this purpose. An excess of chlorine should be 
added, e.g., 5 parts per million, and after it has 
acted for half an hour it should be dechlorinated 
with sodium thiosulphate. There are several 
difficulties in putting this into practice: (1) A 
stable form of chlorine, such as ‘chloros’, would 
be required and would probably be expensive 
even when made into tablets by the Mission 
Tablet Industry. (2) The people would probably 
not drink heavily chlorinated water unless it had 
been dechlorinated. (3) It would be impossible 
to ensure that the chlorine had been allowed to 


water by the use of 
become 


epidemiological 
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act long enough to purify the water before 
dechlorination. 

The best way of solving the problem is to 
provide a satisfactory well-head which covers 
the well completely and which delivers the 
water through a spout. Such a well has been 
designed and built by Dr. Gladys Rutherford, a 
Baptist missionary in the India Village Service. 
The well is completely enclosed. When the 
bucket is wound up a tipping device causes it 
to empty into a trough which discharges through 
the side of the well-head into the individual’s 
container. The well is thus protected against 
pollution by man or animals. I have cor- 
responded about this well with Dr. Rutherford 
and it does seem to be cheap, simple and 
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efficient and to be capable of being constructed 
by local handy-men. She has had several 
installed and they appear to have worked as 
satisfactorily as any appliance in an Indian 
village. I would suggest that your correspondent 
should write directly to Dr. G. Rutherford, 
D.T.M. & H., whose address is: India Village 
Service, Etah, U.P., India. I am sure she will 
be very ready to help and she has a very wide 
experience of Indian problems of sanitation and 
hygiene. 

I am sorry I cannot be more helpful. If there 
was any simple and satisfactory answer, rural 
tropical water supplies would not be in the 
appalling state they are in! 

Proressor T. H. Davey, 0.8.8., M.D., D.T.M. 


PRACTICAL NOTES 


Benzathine Penicillin in Syphilis 

On the basis of their experience with 196 
patients with early infectious syphilis, J. K. 
Shafer and C. A. Smith (Bulletin of the World 
Health Organization, 1954, 10, 619) conclude 
that ‘it would appear that a single injection of 
2,500,000 units of “bicillin’’ [benzathine peni- 
cillin; NN-dibenzylethylenediamine dibenzyl- 
penicillin] is as effective as one of 4,800,000 
units of PAM [procaine penicillin in oil with 
2% aluminium monostearate]’. Dark-field ex- 
aminations became negative within fifteen hours, 
the majority within eight hours, following treat- 
ment. The series included 10 women treated 
before or during pregnancy: one pregnancy re- 
sulted in a non-syphilitic stillbirth; the others 
were normal deliveries and the babies were 
serologically negative for syphilis six weeks to 


seven months after birth. At the end of the 21- 


months’ period of observation, satisfactory re- 
sults were recorded in 96.6 to 100% of the 
primary syphilis patients and in 92 to 95% of 
those treated for secondary syphilis. 


Phenylbutazone in Superficial 
Thrombophlebitis 

Tue use of phenylbutazone in the treatment of 
superficial thrombophlebitis is recommended by 
I. D. Stein and O. A. Rose (Archives of Internal 
Medicine, June 1954, 93, 899). In a series of 33 
patients with superficial thrombophlebitis due 
to various Causes, many of whom had not re- 
sponded to other forms of therapy, they report 
that ‘in all patients there was rapid complete or 
partial regression of the vein inflammation 

the pain, swelling, much of the induration, and 
all the redness of the superficial veins and ad- 


jacent tissues seem to melt away within 24 
hours in some instances, and to disappear by 72 
to 96 hours in most cases’. This they attribute 
to an analgesic and an anti-inflammatory action 
on the part of the drug. Their dosage schedule 
was 200 mg. thrice daily for three days, and then 
200 mg. twice daily. Treatment was stopped if 
there was no definite improvement within forty- 
eight hours. In the majority of cases treatment 
was continued for a week. To reduce the risk of 
side-effects it is recommended that the drug be 
after, meals, and 


given with, or immediately 


that frequent blood counts be done. 


ACTH in Ankylosing Spondylitis 
As a result of their experience with six cases of 
severe ankylosing spondylitis treated with 
ACTH, H. F. West and G. R. Newns (Annals 
of the Rheumatic Diseases, June 1954, 13, 109) 
consider that ‘in the really severe cases who re- 
ceive little benefit from deep x-ray therapy, 
prolonged adrenal stimulation is justified but 
that it should not be raised to a higher level, nor 
maintained for a longer period, than is absolutely 
necessary. For the less severe cases it should be 
withheld pending the result of controlled thera- 
peutic trials’. The incidence of side-effects with 
prolonged therapy such as is required in these 
cases 1s quite considerable: one patient de- 
veloped hypertension, another had an intestinal 
hemorrhage, whilst a third developed herpes 
zoster twice—once accompanied by a Bell’s palsy 
and once affecting the trigeminal nerve. On the 
other hand, all but one patient were able to con- 
tinue at work and during their period of treat- 
ment (one to two years) ‘the disease, as judged by 
physical signs and x-ray appearances, had not 
advanced’. 
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Thiacetazone in Leprosy 
Tue results obtained with thiacetazone in the 
treatment of leprosy in Nigeria are recorded by 
C. W. J. Morris (Leprosy Review, April 1954, 25, 
73). A group of 38 patients was treated, con- 
sisting of: 18 who were unable to tolerate dia- 
minodipheny! sulphone (DDS), and 20 who had 
received no previous treatment. The toxie re- 
actions to DDS in the first group had consisted 
of psychotic symptoms in four, severe lepra 
reactions in three, and the remainder were 
allergic to the drug. Of the total of thirty-eight 
patients, 20 had lepromatous leprosy (10 in each 
group), and the remainder included tuber- 
culoid, simple macular, and indeterminate cases. 
Treatment with thiacetazone was started with 
12.5 mg. daily, gradually worked up to a total 
daily dose of 150 mg. At the end of nine months’ 
treatment with thiacetazone all the patients 
showed clinical improvement: 19 were ‘markedly 
improved’, 13 were ‘moderately improved’, and 
five were ‘slightly improved’. Whilst only one 
patient with lepromatous disease, strongly posi- 
tive at the treatment, became 
bacteriologically negative, ‘routine examination 
of skin and nasal smears showed evidence of a 
diminution in the number of bacilli in the other 
positive cases’. One patient who had also pul- 
monary ‘did exceptionally well. 
. Most of his signs and symptoms of leprosy 


beginning of 


tuberculosis 


disappeared, his cough has greatly diminished, 


and the sputum is now negative for Mycobac- 
terium tuberculosis’ . 
plications arose, and the drug was, in most in- 
stances, well tolerated’. Fourteen patients had 
mild lepra reactions, but all showed consider- 
able improvement following the reaction. One 
patient had two mild lepra reactions; one with 
far advanced lepromatous disease had an acute 
lepra whilst another with marked 
tubero-nodular form of the lepromatous type, 
and strongly positive, had two moderately severe 
lepra reactions, but is now much improved 
clinically and is bacteriologically negative. 


‘Relatively few severe com- 


reaction, 


Restless Legs 

SUCCESSFUL results are claimed by N. B. Nord- 
lander (British Journal of Physical Medicine, 
July 1954, 17, 160) from the use of a colloidal 
iron preparation and of ‘dextran’ in the treat- 
ment of restless legs. The iron preparation he 
used is identical with ‘ferrivenin’ and is a 2% 
colloidal solution of saccharated oxide of iron. 
He first used this preparation in patients with 
restless legs who had also an iron-deficiency 
anzmia, but he claims that it is equally effective 
in the absence of anemia. He has had as good 
results with a preparation of ‘dextran’ containing 
colloids with a molecular weight of 200.000 and 
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intrinsic viscosity of 0.40. This form of therapy 
has been used in 50 cases and it is said that the 
effect ‘was striking as a rule, small amounts 
bringing about long-standing relief’. In most 
cases one or two intravenous injections “gave 
relief, often lasting for months’. 


Adrenaline Cream 

THE question of whether any adrenaline pene- 
trates the skin when applied by inunction in the 
form of adrenaline cream has been investigated 
by P. J. R. Nichols (Annals of Physical Medicine, 
April 1954, 2, 44). In a series of twelve subjects 
neither a commercial 1:5000 adrenaline cream 
nor a 1:100 adrenaline cream produced any 
blanching of the skin when applied by inunction. 
A 1:10 adrenaline cream produced small dis- 
crete areas of blanching when applied by in- 
unction. It was found that the minimum con- 
centration of adrenaline which will cause blanch- 
ing of the skin on intradermal injection ranged 
from 10~* to 107 **. In other words, ‘this investi- 
gation indicates that 1 in 5000 commercial ad- 
renaline cream is incapable of producing an 
intradermal concentration of adrenaline equi- 
valent to a 107° hydrochloride 
solution, and is probably incapable of producing 
the equivalent of a 10~** concentration of such a 


adrenaline 


solution’. 


Vitamins in Dermatology 

‘IN spite of enthusiastic claims, the indications 
for vitamin therapy are few in number’ in der- 
matology, according to E. S. Bereston (Journal 
of Clinical Nutrition, March-April 1954, 2, 133). 
Vitamin A is ‘helpful’ for dry scaling skin, either 
alone or as part of the picture of ichthyosis or 
keratosis pilaris. In the latter two conditions 
maintenance therapy must be maintained in 
daily doses of 100,000 to 300,000 units. Some 
amelioration of symptoms may be obtained in 
pityriasis rubra pilaris, Darier’s 
benign familial pemphigus. ‘In acne vulgaris 
most dermatologists are not satisfied with the 
effect of vitamin A Nicotinic 
‘helpful’ in pellagra, and riboflavine in some 
cases of perléche. Liver extract is ‘occasionally 
useful’ in exfoliative and seborrheic dermatitis. 
Vitamin C is ‘helpful only in dyskeratotic di- 
seases where vitamin A fails, in scorbutic pur- 
puras and in decubital ulcers’. It also benefits 
the anzmia and the cutaneous and 
membrane 


disease and 


alone’. acid is 


mucous- 


lesions of Sjérgren’s syndrome. 
‘Continued large amounts of the vitamin must 
be maintained in the chronic dermatoses’: 
1000 mg. daily is not excessive. Vitamin D has 
‘only one real dermatologic use’: as calciferol in 
the treatment of cutaneous tuberculosis. Vita- 


min E ‘has been disappointing’. 
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The Hand in Hematology 


Tuat ‘the colour of the palmar creases is a con- 
venient, practical guide for judging severe 
pallor’ is the opinion of J. J. Silverman (Journal 
of the American Medical Association, July 3, 
1954, I§5, 902) as the result of comparing the 
colour of the palmar crease with the laboratory 
estimation of the patient’s hemoglobin. He 
notes that Wintrobe considers that the palms are 
more reliable for judging pallor than the con- 
junctiva, and that when the red colour of the 
palmar creases is lost the hemoglobin ‘may be 
judged as being below 7 g. per 100 ml.’. Silver- 
man investigated the matter in a series of 1,500 


patients, recording whether the normal reddish- 
pink colour of the palmar creases was present or 
absent, using his own hand as a control. In ex- 
amining the palms, in order to accentuate the 
colour contrast ‘the palm of each patient was 
forcibly stretched, with the fingers extended. 
This is facilitated by the opposing thumbs of 
the examiner’ (see fig.). A haemoglobin esti- 
mation was done on each patient, by either the 
Sahli or the photoelectric method. When the 
clinical and the laboratory findings were com- 
pared it was found that of the 1,454 patients 
with a hemoglobin value over 7 g. per 100 ml., 
in 1,438 the colour of the palmar crease was 
present, whilst in 42 of the 46 patients with 
hzmoglobin values of less than 7 g. per 100 ml. 
the normal red colour of the creases was absent. 


Cinchophen, Salicylates and Anti- 


coagulants 

AccorDINc to S. Jarnum (Scandinavian Journal 
of Clinical & Laboratory Investigation, 1954, 6, 
91), the administration of cinchophen during 
anticoagulant therapy is contraindicated be- 
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cause of the marked fall which it may produce in 
prothrombin concentration. He reports the case 
of a man, aged 66, who, while receiving anti- 
coagulant therapy for coronary thrombosis, de- 
veloped an attack of gout for which he was given 
cinchophen. He received 4 g. of cinchophen 
during the course of forty-eight hours. The pro- 
thrombin concentration fell to below 5% of 
normal and he had a hematemesis. In spite of 
repeated blood transfusions and vitamin K he 
died twenty hours later. At necropsy the ali- 
mentary tract was found to be normal. Cincho- 
phen was then administered to two patients with 
coronary thrombosis who were being given oral 
anticoagulants to maintain a prothrombin con- 
centration of 10 to 25% of normal. In both of 
them the administration of cinchophen was 
followed by a rapid fall of the prothrombin con- 
centration to under 5% of normal. In another 
five patients receiving oral anticoagulant therapy 
no appreciable effect was noted in the pro- 
thrombin concentration from the administration 
of 1 to 3 g. of acetylsalicylic acid daily for 
periods of up to ten days. 


How to Give an Intramuscular 
Injection 


IN order to reduce to a minimum the risk of 
accidental entry into a vein while giving an 
intramuscular injection, the following technique 
is recommended by R. C. Bell et al. (Lancet, 
July 10, 1954, ii, 62). Two needles should be 
used—one for withdrawing from the bottle and 
one for making the injection. A stout needle 
about the size of a 17 ‘vim’ is cut down to half 
an inch in length from the butt, passed through 
the cap of the bottle and used as a withdrawal 
needle. When the syringe is loaded, the in- 
jection needle (size 18-20 ‘vim’ type) is plunged 
into the outer side of the thigh into the vastus 
lateralis muscle; alternatively the upper and 
outer quadrant of the buttock may be used. The 
needle is left for a few before the 
syringe is attached, to ensure that the point has 
not inadvertently penetrated a blood vessel. If 
blood appears, the needle is withdrawn and re- 
introduced elsewhere. If no blood appears with- 
in twenty seconds the syringe is attached and the 
injection made. The needle is then withdrawn 
and the area lightly massaged to close the track. 


seconds 


Massage Cream 

Tue following formula is recommended as ‘an 
excellent general-purpose massage cream’ (Che- 
mist and Druggist, July 3, 1954, 162, 21) 


White wax 1 ounce (31 g.) 
Hard paraffin 1 ounce (31 g.) 
Soft white paraffin 1} ounce (45 g.) 
Distilled water 1} ounce (45 g.) 
Borax, in powder go grains ( 6 g.) 
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REVIEWS OF BOOKS 


Cardiovascular Surgery. By Gerratp H. 
Pratt, M.D. London: Henry Kimpton, 
1954. Pp. 843. Figures 261. Price {5 10s. 

Tue whole subject of heart and blood-vessel 

surgery has become so vast and scattered that 

practitioners can well be grateful to Dr. Pratt 
for bringing the basic information between two 
covers. The preliminary chapters deal with the 
essential features in clinical diagnosis, anzs- 
thesia, fluid balance and physiology. To the 
British reader the section on heart arrest must 
sound rather alarming on account of the 
frequency with which the condition appears 
to be encountered in North America, but the 
principles of readiness, no delay in exposing 
the heart for proper massage and full oxygena- 
tion cannot be emphasized too often. In 
discussing heart wounds it is pointed out how 
some of these may heal spontaneously and are 
not necessarily dangerous if the coronary vessels 
remain intact. However, persistent hemorrhage 
with progressive tamponade must be checked 
by open operation or aspiration without delay. 
The chapters on heart surgery are sufficiently 
detailed to be of value to the cardiac surgeon 
and in particular the section on mitral stenosis 
is both clear and concise. The possible future 
developments in heart surgery are also indi- 
cated, though little hope is offered for the 
solution of coronary occlusion. Disease of the 
arteries is given full consideration starting with 
the treatment of occlusive disease, for which a 
good deal can be done by conservative mea- 
sures. Necessary and restricted limb amputa- 
tions are discussed at some length, and chapters 
are devoted to the collateral circulation in 
relation to the expectation of gangrene after 
artery injury or The section on 
veins is perhaps not quite as clearly put for- 
ward as that concerning the heart and arteries, 
but is still a mine of information. The author’s 
experience can be illustrated by the fact that 
operations on arterio-venous 


embolism. 


he records 126 
aneurysms. 

The traditional conclusion of many reviewers 
is to the effect that the book will be of value to 
student and expert alike: it is indeed true in 
this case where so many branches of medicine 
and surgery are concerned. 


Lung Cancer. By Seymour M. Farser, 


Illinois: Charles C 
Blackwell Scientific 
and 


M.D. Springfield, 
Thomas; Oxford: 
Publications Ltd., 1954. Pp. xv 
157. Figures 18. Price 345. 
Tuis short monograph is based on 1,070 necrop- 


sies from 19 Californian hospitals and on the 
author’s own hospital and private practice. 
It is intended to interest the general practitioner 
upon whom responsibility for early diagnosis 
rests. The opinions expressed are highly per- 
sonal, and rather isolationist. Of 134 references 
120 are to the American literature, 13 to British 
papers and only one French reference is given. 
Of 25 pages on etiology only two are devoted to 
smoking and the male sex preponderance is 
attributed to hormonal influences without any 
reference to sex differences in smoking habits. 
The chapters on clinical and radiological 
features are reasonably sound. Great emphasis 
is laid on the value of cytological diagnosis on 
the sputum which is claimed to be as accurate 
as bronchoscopy if five specimens of sputum 
are examined. Surgery is admitted to give the 
only prospect of radical cure, but in 241 cases 
analysed only 31 per cent. could be resected and 
only 4 per cent. survived two years. The care 
of the inoperable is discussed at great length. 
X-ray treatment is dismissed in one page as 
useless except to relieve pain from bone or 
nerve involv ement, but ten pages are given to a 
chemotherapy of cancer in 
general reference to lung 
cancer. It is interesting to note that it is the 
author’s practice to inform his patient of the 
diagnosis of cancer, and then to seek his advice 
as to which other members of the family should 
the reverse of the policy usually 


discussion of 
with scarcely any 


be informed 
adopted in this country. 

The book is more an 
author’s methods and philosophy than a text- 
book and is chiefly interesting as an insight into 
one American approach to a serious problem. 
There is too much detail on technical pro- 
practitioner, but 


expression of the 


cedures for the average 
scarcely sufficient to interest the specialist. 


The Effect of ACTH and Cortisone upon 
Infection and Resistance. EDITED BY 
GREGORY SHWARTZMAN, M.D. New York: 
Columbia University Press; London: 
Geoffrey Cumberlege, 1954. Pp. x and 
205. Illustrated. Price 453. 

Tus beautifully prepared volume reports a 

symposium held at the New York Academy of 

Medicine. There are fourteen contributions on 

various aspects of the subjects. The review by 

Engel of current concepts of the regulating role 

of the adrenal cortex in metabolic reactions is 

masterly. He concludes it has not been 
possible to demonstrate any meaningful con- 
nection between the known metabolic effects of 
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the adrenal hormones and their therapeutic 
effectiveness’. There are excellent reviews of 
the effects of the hormones on lymphoid 
tissue and on antibodies. Apparently it is not 
now thought that cortisone inhibits the union 
of antigen and antibody. The reader will find 
considerable discussion of the effects of these 
hormones on a wide range of specific infective 
processes. It is mostly held that their effects 
are exerted primarily on the peripheral tissues 
themselves. This is a most valuable volume for 
the specialist. It is well presented and not too 
long so that it may well be of interest also to 
the more general reader. 


The Kidney. Epirep sy A. A. G. Lewis, 
M.D., B.Sc., M.R.C.P., and G. E. W. WoL- 
STENHOLME, 0.B.E., M.B., B.cu. London : 
J. & A. Churchill Ltd., 1954. Pp. xvi 
and 333. Illustrations 125. Price 32s. 

MEDICAL scientists in this country will welcome 

the latest addition to the series of general 

symposia organized by the Ciba Foundation. 

This symposium was organized jointly with the 

Renal Association, and covers five aspects of 

renal function in health and disease. The first of 

these is devoted to histological 
using for the most part the technique of 
microdissection and visualization of the whole 
nephron originated by Jean Oliver who has 
rightly always insisted that renal physiologists 
keep their feet firmly on the ground of histo- 
logical reality. This worker contributes the 
first paper on acute renal failure. The rest of the 
volume deals mainly with the kidney as the 
main homeostatic organ controlling acid base 
and electrolyte balance and the volume of 
total body water. The speculative value of some 
of the sections (e.g., that on the mechanisms of 
sodium excretion) indicates the inadequacy of 
our knowledge of these problems, and the mass 

of data found in other contributions reveals a 

certain lack of synthesis that is a feature of the 

present state of knowledge of renal function. 

The book is inevitably not a comprehensive one 

but will undoubtedly be of value to workers 

in the field. 


researches 


Spinal Epidural Analgesia. By P. R. 
BROMAGE, M.B., B.S., F.F.A.R.C.S., D.A. 
Edinburgh: E. & S. Livingstone Ltd., 
1954. Pp. ix and 123. Figures 41. Price 
155. 

Ir the new generation of anzsthetic registrars 

wish to use a spinal epidural technique they 

must know all about this somewhat compli- 
cated method, and this excellent book will give 
all the information required. The author states 
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that the information in the book has been 
gained chiefly from his experience in 1000 
personal administrations during the last five 
years. Candidates for the higher diplomas in 
anesthesia will find all the information they 
require, but if they contemplate using the 
method themselves, they would be well advised 
to watch a series of administrations and also to 
have some personal instruction in this tech- 
nique. In the opinion of many senior anzsthe- 
tists the results of this method are excellent in 
skilled and experienced hands, but there is the 
definite possibility of failure and untoward 
side-effects in less skilled hands, and this is 
the reason why the method has never secured 
any great degree of popularity in this country. 
The author and publishers are to be con- 
gratulated on the admirable arrangement and 
production of this book, and the illustrations 
are clearly produced and most instructive. 


Lectures on the Scientific Basis of Medicine, 
Volume 2, 1952-53. By THe BritisH 
POSTGRADUATE MeEpICcAL FEDERATION. 
University of London (The Athlone 
Press), 1954. Pp. xi and 380. Plates 29. 
Price 35s. 

Tuis is the second collection of lectures on the 

scientific basis of medicine to be published on 

behalf of the Postgraduate Medical Federation. 

They are 

on: the functional significance of connective 

tissue, the physiology of the autonomic nervous 
system, the principles of the ganglionic block, 


19 in number, and include reviews 


and discussions on recent progress in antibio- 
tics and on the preservation of living cells at 
low temperatures. This book will interest many 
readers, but will give help to 
those it is designed to serve, namely, the young 
research worker or those aspiring to consultant 
posts in widely varying fields. 


the greatest 


Plague. By R. Po.witzer, M.D. World 
Health Organization Monograph Series 
No. 22. London: H.M. Stationery Office, 
1954. Pp. 698. Illustrations 79. Price 65s. 

PLAGUE continues to be an important world 

cause of illness and death, although in many 

countries during the past few years the num- 
bers of cases have declined. History, however, 
shows that epidemics and may 
follow shortly after such periods of decline in 
the incidence of the disease. Even in spite of 
this decline there have been many thousands 
of cases within the last five years: in the United 

States of America, Equador, Venezuela, Peru, 

Brazil, Central Africa, India, Burma, Thailand, 

Indo-China, China and Java. In India alone 


pandemics 
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there were nearly a quarter of a million deaths 
from plague in the years 1939-1952. The world- 
wide nature of plague, its prevalence, and its 
tendency to be disseminated by communication 
and trade between nations, make it a particularly 
suitable subject for a study by the World Health 
Organization and its staff. It is pleasing there- 
fore to find that Dr. Pollitzer has carried out 
such a study and done it well. His work covers 
the history and present distribution of the 
disease, its pathology, bacteriology and methods 
of laboratory diagnosis, hosts of the infection, 
insect vectors, clinical aspects, epidemiology, 
control and prevention. Throughout, it is com- 
prehensive, up to date and well documented. 
The author is to be congratulated on having 
produced a volume which will undoubtedly 
become a standard work of reference. 


New Dimensions of Deep Analysis. By JAN 
EHRENWALD, M.D. London: George Allen 
& Unwin Ltd., 1954. Pp. 316. Price 
255. 
Tue author, impressed with examples in which 
his patients appeared to use material in their 
dreams which could not have been consciously 
known to them, has become an ardent believer 
in extrasensory perception. He works these 
theories into the problems which are presented 
to the psychoanalyst in dream-interpretation. 
From his experiences he concludes that tele- 
pathic material the 
analytical situation than is recognized, and that 
it works in both directions. Not only does the 
doctor learn more than the patient knows he 
does by means of exchanged words: the patient 
similarly learns things about the doctor. The 
way therefore that psi-phenomena may influence 
the transference situation is not only manifold, 
it may be explosive. It will be realized that this 
is a specialist’s book, but written with a patent 
desire to make all the claims of the psychical 
researcher potent in psychoanalysis. Whether 
Dr. Ehrenwald has succeeded will probably be 
questioned. He has written a book touching on 
many human problems and failings in psycho- 
therapy and may well have encouraged those 
who become hidebound in their technique to 
search for modifications. His book will stimu- 
late others to search and instances of 
possible telepathic occurrences. 


occurs more often in 


test 


Klinische Darmbakteriologie fur die Arztliche 


Praxis. By Pror. Traucotr Baum- 
GARTEL. Stuttgart: Georg Thieme, 1954. 
Pp. viii and 130. Price DM 14.40. 
THE intestinal flora has long been a subject of 
much interest and speculation. During recent 
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years, however, fresh knowledge has been gained 
and this book, which has been written especi- 
ally for the practitioner, gives an 
account of the present position including old 
and recent work. The first part deals with the 
intestinal flora and its variations, from the 
bacteriological and physiological aspects. The 
second part deals with laboratory investigation 
and with the changes in the intestinal flora in 
non-specific disturbances of the intestine, in- 


medical 


cluding such diseases as gastroenteritis, con- 
stipation, different and car- 
cinoma. Of special interest is the section on the 
includ- 


colitis of types 
treatment of these various conditions 
ing dietetic, medicinal, antibacterial and coli- 
implantation therapy. The book is an interesting 
one, affords valuable information on a subject 
not generally understood, and is well worthy of 
study. 


Adventure into the Unconscious. By JOHN 
Custance. London: Christopher John- 
son Publishers Ltd., 1954. Pp. v and 
207. Price 18s. 

Tus fascinating study of sanity by a manic- 

depressive is written in autobiographical style. 

Osborne, Dartmouth, the Grand Fleet in the 

1914-18 war, Trinity Hall, Cambridge, banking 

in Berlin—such was the author’s life before the 

German financial crisis of the early 1930's in- 

volved his banking house and precipitated his 

first manic phase. In time he ‘came to terms’ 
with his mental illness, and much of the book 
is taken up with an account of how he saved the 
family estate from the fate of so many of the 
country estates of England during and after the 

1939-45 War. For many readers, his evocation of 

English country life will be the most moving 

part of the book. The extraordinary 

episode of all is the description of the visit he 
paid to the Russian sector of Berlin during one 

of his manic phases. In many ways the book is a 

tour de force in its integration of sanity and in- 

sanity, its into the workings of the 
human mind, demonstration of how 
ephemeral can be the dividing line between 

‘normal’ and ‘abnormal’ 

This may not be a profound study of the working 

of the mind, but it contains many provocative, 

if not disturbing, ideas. It should appeal par- 
ticularly to general practitioners, with their 
knowledge of human nature. 


most 


insight 
and its 


in mental processes. 


NEW EDITIONS 
Emergencies in Medical Practice, edited by C. 
Allan Birch, M.D., F.R.C.P., in its fourth 
edition (E. & S. Livingstone Ltd., 32s. 6d.) 
maintains the high standards of its predecessors. 
New contributors include Dr. A. R. Adams who 
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is now responsible for the chapter on ‘emer- 
gencies in tropical medicine’, Group Captain 
W. K. Stewart of the R.A.F. Institution of 
Aviation Medicine, Farnborough, who deals 
with ‘medical emergencies in the air’, and Mr. 
D. MacG. Jackson of the M.R.C. Burns Unit at 
Birmingham who contributes a section on 
‘burns’. When a new edition of a book is called 
for in less than two years, as is the case here, it 
is obviously meeting a definite need. The editor 
and publishers are to be congratulated on realiz- 
ing that the need existed and on meeting it so 
effectively. This is a book which should be on 
the desk of every general practitioner. It 
covers the whole gamut of medical emergencies 
in an authoritative and practical manner. 


The Practice of Refraction, by Sir Stewart Duke- 
Elder, K.C.V.0., M.D., F.R.C.S., in its sixth edition 
(J. & A. Churchill Ltd., 21s.) has required 
relatively little revision to bring it up to date, 
with the exception of the subject of contact 
lenses, to which an entire new chapter has now 
been devoted. This is an admirable example of 
British medicine at its best—stressing the 
clinical rather than the theoretical aspects of 
the subject. As such, it can be thoroughly 
recommended to general practitioners doing 
their own refractions, as well as to budding 
ophthalmologists. 


Fundamentals of Otolaryngology, by Lawrence 
R. Boies, M.D., and associates, second edition 
(W. B. Saunders Co. Ltd., 35s.).—The first 
edition of this book was criticized on the grounds 
that certain sections had been treated in a 
somewhat sketchy manner, and that in this 
country a student might sometimes be left 
without enough knowledge of certain subjects 
to satisfy examiners. The author has noted these 
criticisms, and in this second edition some gaps 
have been filled. In his effort to meet reasoned 
criticism Dr. Boies has been guided by recom- 
mendations of the Teachers Section of the 
American Academy of Ophthalmology and 
Otolaryngology, so that now the ‘balance’ must 
be generally approved in America. Teachers in 
this country might still hint at defects in 
emphasis, but probably all would agree that 
this is a book which students can buy with 
confidence and read with great benefit. The 
production is outstandingly good and the illus- 
trations are superb, but must the fashionable 
but irritating misuse of the verb to visualize be 
accepted without protest? 


Varicose Veins, by R. Rowden Foote, M.R.c.s., 
L.R.C.P., second edition (Butterworth & Co. 
(Publishers) Ltd., 55s.).—That this admirable 
work has called for three editions in five years 
(there was a revised edition in 1952) is evidence 
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of its usefulness. The subject is covered in 
every aspect, including an interesting historical 
chapter, and the illustrations are as good as 
they could be. The present edition has been 
brought entirely up to date. Among other 
changes, the sclerosants are less pro- 
minence and the recent work of Cockett and 
Elgan Jones on the ‘ankle blow-out syndrome’ 
is discussed. This is a book to be recommended 


with enthusiasm. 


given 


Modern Clinical Psychiatry, by Arthur P. Noyes, 


M.D., in its fourth edition (W. B. Saunders Co. 
Ltd., 35s.) is noteworthy, by comparison with 
its predecessors, chiefly for a fuller exposition 
of psychodynamic concepts in relation to the 
structure of the personality and their application 
to the clinical field. The opening chapters of the 
book are in traditional sequence and provide 
a comprehensive yet easily-read account of the 
psycho-biological approach to psychiatry. Then 
come well-drawn descriptions of the usual 
clinical syndromes, in an order that follows the 
formal classification adopted by the American 
Psychiatric Association. It is doubtful whether 
this is quite the most readily assimilable way 
of presenting the clinical field, since the more 
common and familiar disorders, and those to 
which the subject matter of the opening chap- 
ters is most germane, tend to come in the 
middle or towards the end of the series. Never- 
theless, this is a useful book, and valuable for 
reference. It is better suited to the needs of the 
advancing student than to those of the general 
practitioner or beginner. 


The Essentials of Materia Medica, Pharmacology 
and Therapeutics, by R. H. Micks, M.D., 
F.R.C.P.I., is now in its sixth edition (J. & A. 
Churchill Ltd., 24s.). As in the case of previous 
editions, careful revision has been undertaken 
to keep in line with modern advances. At the 
same time increasing emphasis is being laid on 
‘therapeutics’ rather than ‘materia medica’, 
with the result that this is a book which can be 
recommended to the practitioner as well as to 
the student. From the point of view of the latter 
it has the merit of dogmatism, but one cannot 
but regret the statement that ‘the continued 
administration of bromine salts is a practice 
which should be abandoned’. (The italics are the 
author’s.) A little more bromide and a little 
less barbiturate might do a great deal of good. 
On the other hand, when the author is dogmatic 
he is usually on the side of the gods. 





The contents of the October issue, which will be a special 
number devoted to ‘Advances in Treatment’ will be found 
on page lxxxii at the end of the advertisement section. 





Notes and Preparations, see page 329 
Fifty Years Ago, see page 335 
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TOLSERAM 


The new SQUIBB product 

for the treatment of- 

*MUSCLE SPASM (including fibrositis) 
*CERTAIN NEUROLOGICAL DISORDERS 


The results of extensive clinical trials conducted in the 
United Kingdom indicate that TOLSERAM has a 
markedly greater activity than mephenesin, as demonstrated 
in the treatment of spastic and hyperkinetic conditions. 


Literature gladly sent on request. 


SQUIBB 


E. R. SQUIBB & SONS, 17-18 OLD BOND ST., LONDON, W.! Tel. HYDE PARK 1733 
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Graph showing percentages of 
average age of onset of meno- 
pause, drawn from figures 
compiled by the Counci! of 
Medical Women's Federation 
in England. 


YEARS 40 55 


Why MIXOGEN is prescribed 
for menopausal symptoms 


Because it is now established that :— 


ss combined male and female hormone treatment is the 


most effective in this condition. 


F the correct balance of the two hormones is essential 
both for fficacy and economy — determined by exten- 


sive clinical trial in the U.K. and unique to Mixogen. 


a both the hormones in Mixogen are completely effective 
when swallowed—thus maximum, immediate relief is 


given in the simplest and most convenient way. 
Dosage : Initially |-2 tablets daily, reducing when possible. 
Packs: Perspex tubes of 25 tablets and bottles of /00, 
250 and 500. Literature on request. 
36mg. Methylitestosterone 
0:0044mg. Ethinyloestradio 
OCRGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Telephone : TEMple Bar 6785-6-7, 0251-2. Telegrams : Menformon, Rand, London 





NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘ORENCIL’ tablets 100,000 units 
of benzhydrilamine (amino-diphenylmethane) 
penicillinate and are useful ‘in in- 
fections by penicillin-sensitive organisms’. A 
dosage of two tablets (1 for children) six-hourly 
is said to produce a blood-level 
Issued in tubes of 12 tablets. (Roussel Labora- 
tories Ltd., 847 Harrow Road, London, N.W.10.) 


each contain 


espec ially 


satistactory 


‘PERMAPEN’ oral tablets each contain 200,000 
units benzathine penicillin and are stable at 
room temperature. In the majority of 
‘suitable blood-levels will persist for at least six 
hours after recommended doses’. They are said 
to be tasteless and therefore particularly suitable 
for children. Issued in packs of 18 tablets 
(Pfizer Ltd., 137-139 Sandgate Road, Folkestone, 


Kent.) 


cases 


‘Puri-NeTHoL’ tablets each contain 50 mg. 6- 
mercaptopurine and are intended for the treat- 
ment of leukemia. They are said to ‘provide 
temporary remission, either partial or complete, 
in acute leukemia, particularly in children, and 
also in chronic leukemia’. The 
manufacturers these 
tablets ‘only when adequate facilities are avail- 
hzmatological control’. Issued in 
(Burroughs Wellcome & Co., 
London, N.W.1.) 


myelogenous 
recommend the use of 


able for 
bottles of 25 
183/193 Euston Road 


HEXAMETHONIUM’ is intended for 
intractable hyper- 


‘RAUWILOID 
the treatment of 
tension. Each tablet contains 1 mg. of the 
standardized alkaloids of Rauwolfia serpentina 
and 250 mg. hexamethonium chloride dihydrate 
Issued in bottles of 100 and 500 tablets. (Riker 
Laboratories Ltd., Morley Street, Lough- 
borough, Leicester.) 


severe, 


‘ROGITINE’ (2-[N-p-tolyl- N-m-hydroxyphenyl- 
aminomethy!]-imidazoline) is ‘a powerful 
adrenolytic’ for the diagnosis and treatment of 
pheochromocytoma and is also intended for 
‘the treatment of peripheral vascular disease’. 
Issued in boxes of 6 x 1-ml. ampoules each 
containing 5 mg., and in bottles of 25 x, 100 x 
and 500 x 20-mg. tablets. (Ciba Laboratories 
Ltd., Horsham, Sussex.) 


‘a palatable, glycerinated elixir 
containing the equivalent of 1.6 g. chloral 
hydrate per fluid ounce’. It is a ‘reliable non- 
barbituric sedative and hypnotic which leaves 
no depressant effects’. Supplied in bottles of 4 
and 16 fluid ounces. (Sharp & Dohme Ltd., 
Hoddesdon, Herts.) 


‘SOMNOs’ is 


“TRACINETs’ lozenges each contain 50 units of 
benzo- 


bacitracin, 1 mg. tyrothricin and 5 mg 
caine and are intended for the prevention and 
treatment of mild throat and mouth anfections 
Supplied in plastic 
(Sharp & 


when there ts no pyrexia 
vials each containing 12 lozenges 
Dohme Ltd., Hoddesdon, Herts.) 


PHARMACEUTICAL NOTES 
Boots Pure Druc Co. Lrp. announce the intro- 
which benzyl- 


tabillin’, 
penicillin in individually-sealed tablets for oral 


duction of ‘presents 
use’. Available in tablets 100,000 
I.U., 200,000 1.1 400,000 I.U. and 500,000 
I.U., in packs of 10 and 100. (Medical Depart- 


containing 


ment, Station Street, Nottingham.) 


Suppiies Lrp. announce the 


Mepical 


introduction of 


EVANS 
nobecutane’, which is a plasti 
wound-dressing consisting of an acrylic resin 
dissolved in a mixture of acetic esters. It is said 
that ‘when applied to the dry skin the solvent 
evaporates, leaving an elastic, transparent and 
adhesive film which is non-irritating, pliable and 
durable; it is impervious to bacteria but per- 
meable to air and water vapour, and no macera 
At present available to 


(Speke, 


tion of the skin occurs’ 
hospitals only, in bottles of 250 ml 


Live rpool, 19.) 


BENEVOLENT FUND 
that the 
/ 46,597 


ROYAL MEDICAI 
THe annual 
total charitable 
Reference is made, however, to a falling off in 
subscriptions, and attention is drawn to the fact 


report for 1953 shows 


distribution was 


that ‘no appeal for money is made to the general 


public. The income of the Fund is derived 


entirely from the medical profession itself by 
way of subscriptions, covenant deeds, donations 
and legacies, and from interest on the capital 
which it has succeeded over the years in building 
up’. The urgent need is for further covenant 
subscriptions on a seven-year basis, thereby 
nearly doubling the value of each subscription 
to the Fund. The of the 
act as a general medical charity, giving assistance 
to distressed members of the profession and to 
their wives, widows and dependent children’, 


purpose Fund is ‘to 


It is not necessary that a doctor should have 
been a subscriber to the Fund; all deserving 
applicants are helped impartially. (1 Balliol 
House, Manor Fields, Putney, London, S.W.15.) 


GAMMA GLOBULIN AND 
POLIOMYELITIS 
IN a memorandum distributed to medical 
officers of health by the Ministry of Health and 
the Department of Health for Scotland it is 
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stated that passive immunization against polio- 
myelitis by gamma globulin ‘may be of some 
value if given to the following classes: (1) Nurses 
and medical students who are to be 
associated with the nursing of early cases and 
who, as far as is known, have not been in con- 
tact with the infection previously . . . (2) Babies 
in a hospital or maternity home, who, soon after 
birth, are exposed to infection. (3) Children in a 
hospital ward in which a case of poliomyelitis 
especially children who have recently 


closely 


develops 
undergone tonsillectomy’. 

The amount of gamma globulin in the United 
Kingdom is limited and will only be available 
for use in persons in these categories, or ‘when 
there is a very unusual epidemiological situa- 
tion’. Applications for supplies must normally 
be made through the hospital and specialist 
services: i.e., the consultant in charge of the 
obstetric unit, the consultant pediatrician, or (in 
the case of nurses and medical students) the 
consultant in infectious diseases or other con- 
sultant in charge of the unit. 
Requisitions for supplies should be made to the 
director of the nearest public health laboratory 
at which supplies’ are kept (London, Cardiff, 
Birmingham, Manchester, Sheffield, Newcastle) 
or, in Scotland, to the nearest regional bloode 


poliomyelitis 


transtusion centre 


THE COST OF PRESCRIBING 
THe following table, from the Pharmaceutical 
Journal (July 24, 1954, 173, shows the 
comparative cost of prescribing since the intro- 
duction of the National Health Service 


61), 


1949 1950 1951 1952 


No. of pre- 
scriptions 
(million) 

Prescriptions 
per torm 5 ' I 

Ingredient 
cost 21. 88d 

Dispensing 
tee osd 
Total cost ood 
otal value 
(£ million) | 28.28 32.20 


24.20d.| 29.66d. 34.574. 34.84d 


12.s0d. 12.574 
48.42d. 48.66d 


12.83d 
43.74d 


12.524 


38.25d 


35.50 41.35 


40.44 


The figures for the 
1938-39, are 65,416,000 insurance prescriptions 
dispensed in England at a cost of £2,308,900. 
‘The ingredient cost was 4.156d., and the average 
cost per patient was 3s. 1d. (compared with 
22s. 4d. in 1953). 


corresponding year 


‘*MURK’ 
THE annual report for 1953 of the Medical 
Officer of Health for Manchester includes an 
interesting section on the problem of smoke 
abatement. Manchester has had a central smoke- 
less zone since 1952, and this has proved so 
successful that three more smokeless zones in the 
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city are planned, one of which, it is hoped, will 
be in operation in the autumn. The city main- 
tains seven deposit gauges, and the extent of the 
problem can be realized from the fact that in 
1953 the deposited atmospheric pollution 
averaged 17.04 tons of total solids per square 
mile per month. This compares with an average 
of 21.32 tons per square mile for the previous 
five years. The term ‘murk’ has been introduced 
to describe a unit of measurement of dirt in the 
air. Using a new type of apparatus for the 
measurement of murk, it has been found that 
the range of outdoor values is from 6 murks on 
the outskirts of a north-east Lancashire town, 
with the wind blowing from the open moorland, 
to about 13,000 in Manchester during very 
severe fog. 


METHYLPENTYNOL 

‘Tue following statement has been issued by the 
Council of the Pharmaceutical ‘The 
Council of the Pharmaceutical Society view with 
increasing anxiety the notices given to methyl- 
pentynol and its applications in various news- 
papers. While the final place of this drug in 
therapeutics is still uncertain, the dangers of its 
indiscriminate use or use in excessive quantities 
are substantial, and it is the 
Council that methylpentynol should be available 
on medical or dental prescription only. The 
Council accordingly advise members to supply 
the drug only on that basis’. 


Society 


opinion of the 


DENTISTRY WITHOUT TEARS? 
ACCORDING to a report in the Financial Times, 
‘scientists associated with Columbia University 
in New York claim that they have perfected a 
“painless” drill for dentists. The quality of not 
causing pain, it is stated, results from the fact 
that the drill does not cause vibrations that can 
be sensed. Instead, it is actuated by ultrasonic 
waves. An ultrasonic drill operates in the mouth 
at a rate of 29,000 vibrations a second. It does 
not actually drill the tooth, but transmits the 
vibrations to a special cutting paste that is 
spread on the tooth in advance. If the drill 
comes into contact with the mouth it causes no 
injury, since the ultrasonic waves cannot cut 
soft tissue’. Two hundred sets for clinical trial 
will be available this autumn. It is claimed that 
this new drill will cost no more than those 
already in use 


CAR RADIOS FOR DOCTORS 
Tue Mobile Radio Users Association announces 
that it has been officially recognized as the 
appropriate body to negotiate on behalf of users 
of mobile radio, and that it has been invited by 
the Postmaster-General to nominate two mem- 


CONTINUED ON PAGE 322 
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to meet the needs 


General Practice 


by mouth 


Permapen 
tablets 


STABLE—TASTELESS—ECONOMICAL 


for children and the elderly 


Permapen 


oral suspension 
PLEASANT TO TAKE -— READY PREPARED 


by injection 
Permapen 
Plus’ 


of 


Pack of 18 foil 
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Bottles 60 ml 
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spoonful 


~ 
vials containing 
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bers to serve on an informal committee specially 
set up to advise him on matters concerning 
mobile radio. Doctors using, or planning to use, 
mobile radio equipment are invited to join the 
Association. The minimum subscription is one 
guinea a year. Further particulars can be 
obtained from the Secretary, The Mobile Radio 
Users Association, Buckingham Court, Bucking- 
ham Gate, London, S.W.1. 


THE MEDICAL DIRECTORY 1955 
Tue editor of The Medical Directory writes: 
“The accuracy of The Medical Directory depends 
on the return of the annual schedule, which has 
recently been posted to members of the medical 
profession. Should the schedule have been mis- 
laid I will gladly forward a duplicate upon 
request. The full name of the doctor should be 
given for identification. Communications should 
be sent to:—The Editor, The Medical Directory, 
104 Gloucester Place, London, W.1. 


PUBLICATIONS 

Aids to Dermatology. By R. M. B. MacKenna, 
M.D., F.R.C.P., and E. Lipman Cohen, M.B., 
B.cHiRr., fourth edition.—In the latest edition of 
this well-known book there has been some re- 
arrangement of subjects: descriptions of certain 
diseases have been altered and amplified, and 
the most modern views concerning the anatomy 
and physiology of the skin and treatment have 
been incorporated. Most of the views on 
etiology and treatment could be regarded as 
‘orthodox’ though some will inevitably invite 
criticism. An obvious mistake occurs on p. 236 
in the formula for a tannic acid lotion, gr. 1 to 
the ounce being represented as the equivalent 
of 10%. The descriptions of disease are clear 
and concise and no important condition is 
omitted. This is one of the best of the smaller 
books on dermatology. (Bailliére, Tindall and 
Cox Ltd., price 7s. 6d.) 


A General Survey of the British Pharmacopeia 
1953 consists of summaries of a series of lectures 
arranged by the Pharmaceutical Society last 
autumn. The contributors include Dr. T. C. 
Denston (“The British Pharmacopeia 1953’), 
Professor W. H. Linnell (‘Chemical substances’), 
Professor H. Berry (‘Pharmaceutical prepara- 
tions’), Professor A. D. Macdonald (‘Applied 
pharmacology’), and Professor A. A. Miles 
(‘Biological specifications and standards’). (The 
Pharmaceutical Press, price 4s. 6d.) 


Public Health for the Nursing Student, by P. J. 
Cunningham, B.A., S.R.N., 8.C.M., H.V.CERT., and 
H. M. Cousens, s.R.N., $.C.M., R.S.C.N., H.V.CERT. 
—This small, reasonably priced book contains 
an outline of Public Health-law and administra- 
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tion, social aspects of disease and an account of 
the work of the health visitor and the industrial 
nurse illustrated by lively sample interviews 
It meets some of the new requirements in the 
sphere of Public Health of the syllabus of the 
General Nursing Council and is well suited to 
the needs of student nurses. (Faber & Faber 
Ltd., price 6s.) 


Baby’s Birthright, by M. Doris Anderson, $.R.N 
—The conscientious young mother must be 
confused by the multiplicity of books dealing 
with the care of her infant. This present volume 
is confined to the subject of breast feeding, and 
it is, perhaps, a reflection on this technical age 
that a matter which should be instinctive re- 
quires a manual. The text is well set out and 
easy to read, and technical terms are avoided, so 
that the meaning is always clear. Simple sketches 
illustrate the reading matter. It is surprising to 
find that overfeeding on the breast takes up as 
much space as underfeeding, and takes first 
place in the chapter devoted to these matters, 
and cannot agree that bottle-fed babies 
should have a daily stool or else the milk mix- 
ture needs adjusting. Mercuric oxide ointment 
should surely not be applied to sore nipples. 
However, much useful information for the 
inexperienced mother is contained in this book, 
and it may well help to prevent some unneces- 
sary changes to bottle feeding. (Faber & Faber 
Ltd., price 5s.) 


one 


Expert Committee on Alcohol, First Report, 
No. 84 of the World Health Organization 
Technical Report Series, is concerned with the 
physiological, pharmacological and biochemical 
properties of alcohol, and 
pharmacological 


discusses such 
concepts as tolerance to 
alcohol, acquired tolerance and withdrawal 
symptoms. Other sections deal with the 
approach to alcoholism by animal experiments, 
the metabolism of alcohol and alcohol and 
traffic. This latter section is of particular in- 
terest since the problem is such an urgent one. 
The problems of clinical and chemical methods 
of examining persons suspected of drunkenness 
are examined. Probably the chief interest of 
this report is that it gives promise of fruitful 
results from further deliberations of the Com- 
mittee. (H.M. Stationery Office, price 1s. 9d.) 


The National Register of Medical Auxiliary 
Services. Speech Therapists, 1954, has now been 
published. Copies will be supplied, free- of 
charge, to registered medical practitioners on 
application to the Secretary and Registrar, The 
Board of Registration of Medical Auxiliaries, 
B.M.A. House, Tavistock Square, Lon- 
don, W.C.1. 
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OFFICIAL PUBLICATION 

Report of the Medical Research Council for the 
Year 1952-53 includes an interesting section on 
the part played by members of the staff of the 
Council in the preparations for Sir John Hunt’s 
conquest of Everest last year. Reviews are also 
included on the present status of our knowledge 
of virus disease, of peripheral nerve injuries, 
the grafting of tissues, high blood-pressure, and 
hypothermia in surgery. A commendably 
cautious attitude is adopted on the use of cor- 
tisone and ACTH: “Therapy with ACTH and 
cortisone should never be undertaken lightly 
and ought not to be used save when the patient 
can be kept under constant medical supervision 
and when all necessary facilities for controlling 
treatment are available’. 
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During the year the following new groups 
have been formed: a Betatron Research Group 
at the Christie Hospital and Radium Institute, 
Manchester; a Radiological Protection Service; 
a Group for Research in Infantile Nutrition in 
Uganda, and an Air Hygiene Laboratory at the 
Central Public Health Laboratory, Colin- 
dale. (London: H.M. Stationery Office, price 
7s. 6d.) 


ERRATUM 

Proressor A. M. CLAYE writes In my article in the 
July 1954 number of The Practitioner (p. 5, line 26), | 
stated that Dick Read usually employed nitrous oxide and 
air as an analgesic. Writing in the Lancet (1949, i, 721), 
however, Dick Read says that he used some form of 
sedative, analgesic or anesthetic in 242 out of a series of 
481 cases; gas and air alone was used in only 16 of these 
cases and in 18 it was used in addition to another 
drug 








STILBAGEN 


ESTROGENIC 


Brand 


SEDATIVE 


TREATMENT OF THE MENOPAUSE 


Liquid. 
+ gr., with adjuvants in a palatable base. 


Each Teaspoonful contains Stilbcestrol 0.25 mgm.,- Phenobarbitone Sodium 


Provides relief for both mental and physical symptoms. 


Dose : One to four teaspoonsfuls as directed by the physician. 
In bottles of 4 fl. oz., 20 fl. oz., and 90 fl. oz. 


Tablets. Each Tablet contains Stilbcestrol 0.5 mgm., Phenobarbitone { gr. and Calcium 


Phosphate 4 gr. 


Prepared for use in conjunction with Stilbagen liquid as a method of varying the 


dosage of Phenobarbitone and Stilbcestrol. 


iose : One or more tabiets as directed by the physician. 
In bottles of 25, 190, 500 and 1,000 tablets. 


Clinical sample and literature on application to: 


Cc. 


HEWLETT & SON LIMITED 


Manufacturing Chemists 


35-43 CHARLOTTE ROAD, 


LONDON, €E.C.2 


also at 216 ORR STREET, GLASGOW, S.E. 











Rarterinine tested 
WGLwL iViVE =. aS | 
- nari 4 nad 
and specially qesigned for 


the prevention of 





droplet infection 





After many bacteriological experiments 
this mask was designed to arrest all 
droplets from the mouth and nose, and 
so to prevent contamination during 


operation. The “ Cestra " Mask consists sterilised 


of four layers of fine dental gauze. It 
fastens securely under the chin, has an 
air gap at the sides, is comfortable to 
wear for long periods and may be easily 


Obtainable from Chemists and Medical Stores 
MADE BY ROBINSON & SONS LTD., Wheat Bridge Mills, Chesterfield 


Tel. Chesterfield 2105 London Office 
London, W.C.! 


King's Bourne House, 229/23! High Holborn, 
Tel. Holborn 6383 Manufacturers of al! kinds of Surgical Dressings 
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WHICH IS WHY 


‘Edrisal’ IS A BETTER ANALGESIC 


How often do you see pain without some depression ? 
‘Edrisal ’ not only contains the reputable analgesics aspirin 
and phenacetin, but also, logically, the antidepressant 
‘Benzedrine’. ‘Edrisal’ consequently elicits a unique 


response 
For cost to N.H.S., please see M. & J. list of costs dated April, 1954 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


for Smith Kline & French International Co., owner of the trade marks ‘ Edrisal’ and ‘ Benzedrine’ 
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Impacted Wax 


Removed swiftly and safely 


Even severely impacted wax can now be safely loosened, 

softened or dissolved by Cerumol. Pressure syripging is no 
longer necessary. 
Cerumol was clinically tested in a London hospital and is an 
accepted product for use in a large number of hospitals and 
general practices throughout the country. It is included in 
Category No. 4 in the Classified List of Proprietary Preparations 
issued by the Ministry of Health, and may therefore be pre- 
scribed on N.H.S. form E.C.10. Price under the National 
Health Scheme, 2s. 8d. per 10 c.c. vial with separate dropper. 
Also packed in 2 oz. and 10 oz. bottles for hospital use. 


Safe, Efficient, Anti-bacterial. Seves Time and Trouble. 


Obtainable through your Chemist. 


CERUMOL 


EAR DROPS 


A Product of The Laboratories for Applied Biology Ltd., 
London, N.16. 


Professional sample and literature available on request from the distributors: 


TAMPAX LIMITED, 
Medical Department, 110 Jermyn Street, London, S.W.1. 


Telephone : Whitehall 8696. 
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fifty Bears Ago 


Like a pale martyr in his shirt of fire.’ 


SEPTEMBER 


‘THIS semicentennial retrospect begins with a 
peculiarly intimate subject. ‘In a recent number 
of the Clinical Journal’, according to ‘Notes by 
the Way’ fifty years ago, ‘Dr. Leonard Williams 
returns to the attack, which he opened in our 
pages, upon the use of woollen or flannel under- 
garments. Perhaps there is need of a distinguo 
The ancient advice to wear flannel next the skin, 
if rigorously carried out, bids fair to inflict upon 
the victim a form of penance resembling that 
undergone in medieval times by using a horse- 
hair shirt’. The 
boyhood in which once a 
pelled to ‘don shirts of red 


Editor recalls the days of his 
week he 
flannel for the 


was com- 
purpose of visiting the gymnasium’, and well 
remembers the discomforts that he endured ‘in 
consequence of the irritation produced. But all 
woollen garments are not made of such flannel, 
and we still own to a prejudice in favour of 
woollen garments for winter use, provided they 
unirritating texture. For hot 
we still prefer cotton under-wear. 


are of a suitably 
weather . 
With ordinary prudence we do not believe that 
any dangers lurk in the practice, and its 
superior comfort there can be no doubt. It is 
therefore a comfort to find that Dr. Williams 
can bring theoretical support for such a choice, 
in the shape of a demonstration of the superior 
absorbent powers of cotton as opposed to wool’. 
The Editor’s views on the advantages and dis- 
advantages of nylon terylene next the 
skin, or on that abomination, the 
union-suit, would of considerable 
interest. 

The annual meeting of the British Medical 
Association at Oxford under the presidency of 
Dr. William Collier whole 
successful, only marred to a slight extent by 
the unkindness of the weather on some of the 
days’. A paper on “The Treatment of Tubercu- 
lous Pleural Effusion and Pneumothorax’ was 
read by William Osler, the newly appointed 
Regius Professor of Medicine in the University. 
*The appointment . . . is in every way admirable. 
Not only does the University gain one of the 
most distinguished living Masters of Medicine 
at the head of its Medical School, but an end 
is put to a controversy which recently agitated 
its medical graduates in a way that should leave 
no trace of bitterness in the minds of either of 
the parties to the strife’. 


and 
American 


have been 


‘was on the most 


ALEXANDER SMITH 


1 Life Drama, Sc 


M, 1, 225 


1yo4 

The first of the ‘Original Communications’ 
is from the pen of F W. Mott, M.D., F.R.C.P., 
F.R.S., Physician to Charing Cross Hospital; 
County Asylums, 
It is illustrated with 


Patholegist to the London 
and is entitled “Tremors’ 
some striking specimens of handwriting in dis- 
general paralysis, lead 


seminated sclerosis, 


Sidney Vere Pearson, 1875-1950 


poisoning, and epilepsy with chronic insanity 
S. Vere Pearson, M.B., M.R.C.P., Assistant 
Physician, East London Hospital for Children, 
Shadwell, *The Diagnosis of Pul- 
monary Tuberculosis in Infants Young 
Children’ under three heads: bronchial-glandu- 
lar, miliary, and broncho-pneumonic, In miliary 
tuberculosis of the lungs he pays particular 
attention to the state of the skin: ‘Its colour is 
dull, dingy white, exhibiting a severe anzmia, 
unlike that associated with sepsis or pleurisy in 
infants which is of a yellowish hue, and differing 
from that bright ivory whiteness, or pale lemon 


discusses 


and 
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tint, resembling the faded box-leaf, which is 
seen in the splenic anemias of infancy’. 
Sidney Vere Pearson (1875-1950) was educated 
at Cambridge and at St. George’s Hospital. A 
successful career as a London consultant was 
cut short in 1904 when he had a sudden hemop- 
tysis and had to spend several months at 
Nordrach under the care of Otto Walther. In 
the following year he was appointed physician 
to the Mundesley Sanatorium, where he reigned 
for forty-four years. Pioneer of artificial pneumo- 
thorax treatment and of thoracoscopy in Eng- 


land, he first conceived the modern idea of 


1946 he published his 
autobiography, ‘Men, Medicine and Myself’. 
B. G. A. Moynihan, M.S., F.R.C.S., Senior 
Assistant Surgeon, Leeds General Infirmary, 
deals with ‘Ulcer Carcinomatosum’. W. L. 
Ascherson, M.B., M.R.C.P., Medical Registrar, 
St. George’s Hospital, in a paper ‘On Some 
Distinctions between Hysteria and Neuras- 
thenia, and on their Associations with Other 
Diseases’, reports the case of a butler-valet, 
whose appearance ‘bore evidences of a sedulous 
worship at the shrine of Bacchus, common to 
his fraternity; in fact his mere physique had 
much in common with that of Silenus, but here 
the resemblance ceased, for he possessed none 
of the friskiness of disposition proper to that 
mythical person. On the contrary, he had 
more of the vacant expression of a fish’. 
J. Blumfeld, M.D., Senior Anesthetist to St. 


‘tension cavities’. In 
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George’s Hospital, reviews ‘Recent Work in th 
Field of Anzsthetics’. 

Among the books reviewed is “The Diseases 
of Infancy and Childhood’ by Henry Koplik, 
who in his therapeutics ‘cannot be said to err 
on the side of boldness. . . . The account of 
infant-feeding contains a large quantity of 
statistics all very useful for the specialist, but 
very unsatisfying, we venture to think, to the 
busy general practitioner who wants to know 
how to feed a baby \ chapter on diseases 
of the skin ends the book, and is remarkable 
chiefly for the caprice of its selection’. 

The review of “The Diseases of the Nose, 
Throat, and Ear’ by Charles Prevost Grayson 
begins: ‘Some ribald person has said that the 
specialists in America will not be at rest until 
each one has his own textbook, his own hospital, 
and his own medical journal! The last two of 
these requirements may still await completion, 
but surely the first-named necessity has already 
been nearly universally supplied. If we were 
asked as to the textbooks written by laryngolo- 
gists “‘on the other side’, our difficulty would 
not be in naming their authors, but in finding 
any who have not already been seized with the 
caco. thes scribendi . . . it will readily be under- 
stood that any textbook cannot claim to 
“meet a want’’, as the advertiser would say, 
unless it deals with the subject better than any 
other at present before the medical public’. 

W.R.B. 


new 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tut EARL SPENCER 


Medical Superintendent 


Ogical and pathological examinations. 


THOMAS TENNENT, M.D., F.R.C.P., 
This Registered Hospital is situated in 130 acres of park and pleasure grounds. 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental! trouble; 


atients, and certified patients of both sexes are received for treatment 
Private rooms with special nurses, male or female, 


D.P.H., D.P.M 

Voluntary patients, who are 
temporary 
Careful clinical, biochemical, bacterio- 
in the Hospital or 


in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, 
It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
insulin treatment is available for suitable cases 


admitted. 
Nervous Disorders by the most modern methods; 


to which patients can be 


It contains 


special departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged 


immersion bath, Vichy Douche, 
Operating Theatre, a Dental Surgery, 
Diathermy and High-Frequency treatment 
pathological research. 


an X-Ray 


Scotch Douche, Electrical baths, Plombiéres treatment, &c 


It also contains Laboratories for biochemical, 
Psychotherapeutic treatment is employed when indicated. 


There is an 


Room, an Ultra-Violet Apparatus, and a Department for 


bacteriological, and 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 


farm of 650 acres. 
orchards of Moulton Park. 


Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
Occupational therapy is a feature of this branch, and patients are given every facility 


for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St 
amidst the finest scenery in North Wales. 
boundary. 
own = bathing house on the seashore. 


courts (grass and hard courts), croquet grounds, 
their own gardens, and facilities are provided for 


Patients may visit this branch for a short seaside change, or for longer periods. 
There is trout fishing in the park 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, 
if courses, and bowling pum. 
ndicrafts, such as carpentry, 


Andrews Hospital is beautifully situated in a Park of 330 acres, at Lilanfairfechan 
On the north-west side of the Estate a mile of sea coast forms the 


The Hospital has its 


lawn tennis 
Ladies and gentlemen have 


For terms and further particulars apply to the Medical Superintendent ( Mr icphone: No. 4354, three lines 
Northampton), who can be seen in London by appointment. 
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MULTIVITAMIN SUPPLEMENTATION 


Few people completely escape the stress and strain 
imposed by the tempo of life today, no matter 
what their age or occupation. This state of affairs 
often leads to emotional irritability, insomnia, loss 
of appetite, and hence to an inadequate dietary 
intake. The daily supplementation of essential 
vitamins is a wise procedure for offsetting the 
deficiencies of a diminished diet and restoring the 
individual to normal. 


VI-MAGNA* Multivitamins Lederie provide—in a 
single capsule—a full daily supplement of vitamins 
essential for good health. Their timely use is 
generally followed by a marked improvement in 
appetite and general tone leading to increased 
endurance and bodily stamina. *Trade Mark 


The daily supplement for all ages—in a single capsule. 


CAPSULES 


Each capsule contains : 


Vitamin A, 5,000 1.U. Ascorbic Acid (C), 75.0 mg. 
Vitamin D (Calcifero!l), 500 1.U. Niacinamide, 20.0 mg. 
Thiamine HCI (B,), 3.0 mg. Calcium Pantothenate, |.0 mg. 
Riboflavin (Bz), 3.0 mg. Folvite* folic acid, 1.0 mg. 
Pyridoxine HC! (B<), 0.2 mg. Vitamin 8,2 1.0 microgram 


Capsules: Botties of 100 and | ,000 


LEDERLE LABORATORIES DIVISION 


Lien) Cyanamid Produucte Lid 


FOR LEADERSHIP BUSH HOUSE - ALDWYCH LONDON - W.C.2. TEMPLE BAR 5411 
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The Medical Service of The Royal Navy 


VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited, for Short Service Commissicns of 4 years, on 
termination of which a gratuity of £600 (tax free) is payable. Ample oppor- 
tunity is granted for transfer to Permanent Commissions on completion of one year's 
total service. Officers so transferred are paid instead a grant of £1,500 (taxable) 
All entrants are required to be British subjects whose 
parents are British subjects, to be medically fit, and to pass an interview 
Full particulars from the Admiralty Medical Department, Queen Anne’s Mansions, 
St. James’s Park, London, S.W.! 
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Capsules 


are now availabie in TWO FORMS 


STANDARD 
Containing 0.50 G. sodium salicylate which may be 
taken with complete freedom from nausea or gastric 
disturbances. 
Indicated in acute articular and extra-articular 
rheumatism and its complications, rheumatic pains, 
infections and hepatic disorders. 


VITAMINISED 


Incorporating vitamins B,, C, K and PP with the 
normal 0.50 G. sodium salicylate. 


The preparation of choice in all cases in which very 
high doses of sodium salicylate are necessary, notably 
in the active treatment of acute articular rheumatism, 
polyarthritis, lupus erythematosus and carditis. 


Both forms are available in packings of 50 capsules and tax 
free dispensing packs of 200 and | ,000 capsules 


Literature and samples on request 
CONTINENTAL LABORATORIES, LTD 


10! Great Russell Street, London, W.C.! 
Telephone: MUSeum 2042-3 + Telegrams: Taxolabs, Phone, London 














Tablets containing Pheno- 
tone gr. ¢ (16 mg.) 


Ascorbic acid 100 mg. 


TRADE MARK 


Phenobarbitone therapy 
without ‘hangover’ effects 


66 Ascorbic acid, 200 mg. at night or on 
waking has been found valuable in com- 
bating the hang-over effect of barbiturates.” 


(PROC. ROY. SOC. MED., 1954 (mar.), 47, 215). 


Scorbital is particularly useful for 
patients who need to take pheno- 
barbitone at night, especially if for 
a prolonged period. The risk of an ac- 
cumulation of hangover effects is 
minimised if Scorbital is prescribed 
instead of phenobarbitone. 
BASIC N.H.S. PRICES: 


Bottle of 50 - 3/6 
» 250 - 13/- 


Literature and specimen packings are available on request. 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.! 
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